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PATHOLOGY OF THE AMPHITHEATRE ... vivid- 
BOYD’S ly described—graphically illustrated! This is exactly 
what Dr. Boyd’s book is. Dr. Boyd speaks to you right 
from the operating room and in terms of the patient, 
SURGICAL of causes, signs, symptoms and lesions. His aim at all 
times is to assist you in the recognition of disease in the 
incipient stage and to this end both text and illustrations 
PATHOLOGY unfold a vivid picture of the onset of disease, method 
of spread, course, pathologic changes at various stages, 
morbid anatomy, microscopic findings, relation of symp- 
New (Sth) Edition toms to lesions, effects of radiation, etc. As the AMER- 
ICAN JOURNAL OF CLINICAL PATHOLOGY says, 
“it is a ‘must’ item for the physician and especially for 
me the surgeon and pathologist.” 

By ‘Witien Boyd, sed, Profesor of For this New (5th) Edition, Dr. Boyd has added a new 
Pathology, University of Toronto, chapter on the Thorax, new photomicrographs, new 
843 pages, 502 illustrations. $10.00. material on head injuries, wound infections, burns, 
anaerobic streptococcal infections, chronic ulcerated 
colitis, osteomyelitis, duodenitis, and many other sub- 
jects of special interest. Yes, the New (5th) Edition is 
completely up-to-date, Dr. Boyd having drastically re- 

vised the entire text from cover to cover. 


Send Orders to 


J. A. MAJORS COMPANY 


New Orleans Dallas 
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Plus 


~ 
° Sh a Luffling Op “Treatment of Burns in World War II’— 
a special chapter containing methods of 
treatment tested under actual war condi- 
tions. It was written by Dr. Brown while 
on active duty in the Eastern Theatre of 

Operations in October, 1942. 


Concise 


and timely information. Five chapters are 
about the primary care and treatment of 
burns and eleven chapters cover skin graft- 


_—~ 
a eZ aicis ) 
Si Aon 7 of Jn GU “a ing. The excellent, large illustrations make 


up an important part of this needed book— 
particularly useful now in wartime! 


Authors 


James Barrett Brown, M.D., Lt. Col., Med- 
ical Corps, Senior Consultant in Plastic and 
Maxillofacial Injuries and Burns, E.T.O., 
U.S.A., Associate Professor of Surgery, 


Sr ae ifling of = Washington University, St. Louis; and 
Frank McDowell, M.D., Assistant in Clin- 


B T 4 A & ical Surgery, Washington University. 


131 Illustrations Atlas Page Size 
About 200 Pages Price $5 


J. B. LIPPINCOTT COMPANY 


East Washington Square, Philadelphia, Pa. 


Please send me Brown & McDowell’s SKIN GRAFTING OF BURNS ($5) 
C1) Check enclosed 0 Send C.O.D. () Charge my account 


SS RICE | SLR TUR Grapes oe Fn ves Sine cee AL Ren Re 
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BLOOD FOR THE BRAVE 


Fighting men are losing blood! . . . blood which 
must be replaced by mothers and schoolgirls, mer- 
chants and laborers, the office boy and the business 
executive. Fighting men are getting blood—thou- 
sands of units collected by the Red Cross in a 
united effort for United Nations. 

In the Lilly laboratories men and women in 
fleece-lined clothing work in low-temperature 
rooms where blood, generously donated, is reduced 
to plasma, frozen, and dried. Plasma is processed 
by Eli Lilly and Company, without profit, for 


exclusive use by the armed forces. 


Ext Litty anp COMPANY * INDIANAPOLIS, INDIANA, U. S. A. 
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New and Outstanding Texts 








in the Genitourinary Field 











ENDOSCOPIC PROSTATIC SURGERY 


First monograph to cover this subject in entirety. Based on long experience in 
the field. Graphic step-by-step drawings illustrate technique with Stern-McCarthy 
electrotome. A special chapter is devoted to punch prostatectomy. Associated 
operative procedures are also covered. 


by ROGER BARNES, Professor of Clinical Urology, College of Medical Evan- 
gelists. 235 pages, 104 illustrations. PRICE, $6.00. 


CHEMOTHERAPY OF GONOCOCCIC 
INFECTIONS 


Provides practical guidance in this important problem. Based on clinical expe- 
rience with 800 patients treated with sulfathiazole, 1,000 additional treated with 
neoprontosil, sulfanilamide, sulfacetamide, sulfapyridine, sulfadiazine and three 
other derivatives since withdrawn from investigation. 


by RUSSELL D. HERROLD, Associate Professor of Surgery (Urology), College 
of Medicine, University of Illinois. 140 pages. PRICE, $3.00. 


SYNOPSIS OF CLINICAL SYPHILIS 


Necessarily, extensive detail has been omitted—but this new text presents a com- 
prehensive picture of the subject in brief. For the sake of clarity, conservation 
of space and your convenience, the material is presented in outline form. The 
text is well illustrated and practical in its recommedations for therapy. 


by JAMES K. HOWLES, Professor of Dermatology and Syphilology, and Director 
of the Department, Louisiana State University School of Medicine. About 560 
pages, 121 illustrations, 2 color plates. PRICE, about $5.00. 


The C. V. Mosby Company SMJ 4-43 
3525 Pine Blvd. 
St. Louis, Mo. 




















Gentlemen: Send me the following texts: 








oan.’ Attached. is my check. _.........Charge my account. 
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Normal Peristalsis 


Is Effectively Promoted 
by the Bland, Non-Irritating, Non-Digestible Bulk of 


Mucilose 











This highly purified hemi- 
cellulose is available in 4 
oz. and 16 oz. bottles 
— as Mucilose Flakes and 

2 Mucilose Granules; and 
in 4 oz. bottles as Mucilose 
Granules with Kasagra. 





— S te ar Nn S & Company 


Ce Since 1855... ESSENTIALS OF THE PHYSICIAN’S ARMAMENTARIUM 


NEW YORK KANSAS CITY DETROIT, MICH. SAN FRANCISCO WINDSOR, ONTARIO 


SYDNEY, AUSTRALIA AUCKLAND, NEW ZEALAND 
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THIS MAY HELP BUSY PHYSICIANS 
IN PRESCRIBING FOR DIABETES! 








The medical profession “at home” is being 
called on to do a double job these days. So 
perhaps booklets offering practical help in 
diabetic diets, which physicians can supply to 
patients, will save a lot of time and trouble. 

That’s why we call your attention to our 
booklet, “Feeding Diabetic Patients — Young 
and Old.” This can be had free in any 
quantity needed, and is excellent foundation 
material the physician can use, with his own 
selections and modifications, to meet each indi- 


vidual case. It contains a brief discussion of the 
principles of diabetic feeding, practical tables of 
food composition, sample menus and 33 pages 
of simple, economical and attractive recipes 
planned for composition and caloric value. 

The use of plain, unflavored Knox Gelatine 
(U.S. P.) is explained, with examples of how 
this pure supplementary protein may give 
variety and volume to menus without break- 
ing any of thedietary rules for diabetic patients. 
Knox is all protein...contains no sugar. It has 
7 of the 10 amino acids considered essential for 
well-being, and has been shown to supple- 
ment protein of a variety of foods. 

Also included in this booklet are typical 
dietary prescriptions representing Normal 
Carbohydrate Maintenance, Restricted Car- 
bohydrate High Fat, Diabetic Reducing and 
Children’s Diabetic Diets. 

The coupon below will bring you as many 
of these diet booklets as you need, without 


obligation. 





Do not confuse Knox Plain, Unflavored 
Gelatine (U.S. P.) with inferior grades of 
gelatine or with ready-flavored, sugar- 
laden gelatine dessert powders. Knox 
Gelatine contains absolutely no sugar or 
other substances to cause gas or fermen- 
tation. More than a score of bacteriologi- 
cal and chemical tests are used to main- 
tain the purity, uniformity and strength 
of Knox. Your hospital will procure Knox 
for your patients if you specify it by name. 


KNOX GELATINE READY-FLAVORED 











(U.S. P.) GELATINE DESSERTS 
All Gelatine. a en 
Pure Protein (contains 7 
of the 10 essential amino Protein 10% to 12%. 
acids). 
pH about 6.0. PH highly variable. 





Absolutely no sugar. About 85% sugar average. 











No flavoring. No q 
eat ++ Fay. tk, coloring matter. 
ical for jets 


Contraindicated in dia- 
betic, peptic ulcer and 
other di 




















ae eee re a 





a 
‘ | SEND THIS COUPON FOR FREE BOOKLETS | 

| Knox Gelatine | 

nox ep a ine | Johnstown, N. Y., Dept. 408 : ; ‘ " 

| Diabetic Patients—Woung Young | and Old” fi a i 

(U.S. P.) : ! there is no gation. 1 

Is Plain, Unflavored Gelatine ... Pure Protein Name 
] AAA. i 
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BROUGHT 


METAMUCIL 


TO YOUR ARMAMENTARIUM 


This valuable product brings the ‘‘smoothage”’ 
factor to the treatment of constipation. 

An original Searle Research development, 
Metamucil promotes normal physiologic peris- 
talsis by providing soft, lubricating bulk. 

In chronic constipation, the various forms of 
colitis, pre- and post-operative cases, hemorrhoi- 
dal conditions, pregnancy— Metamucil provides 
the desirable reflex stimulation without harsh 
purgation or irritation. 

Palatable—easy to mix—acceptable to all types 
of patient. 


In 1 Ib., 8 or. and 4 oz. containers. 





c6-0-SEARLE eco. 


ETHICAL PHARMACEUTICALS SINCE 1888 
CHICAGO 
New York Kansas City San Francisco 
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Brin gin g to wartime America the increased 


significance of GOOD POSTURE 





Sth ANNUAL 


CAMP 


NATIONAL POSTURE WEEK 


MAY 3rd TO 8th 


ee more emphasis than ever 

before is being placed upon good posture 
as an essential factor in our nation’s well 
being. That is why, this year, National 
Posture Week becomes more far-reaching 
and significant than at any time since its 
inception .. . Why, this year, it should be 
of more than usual interest to the medical 
profession. 


“Fitness for Victory’’—slogan of this 
5th National Posture Week—will ring like 


FREE A BOOKLET ON POSTURE 
FOR YOUR PATIENTS 
Doctors all over America—particularly in 
industrial plants and army camps—have 
ordered thousands of this 16-page ethical 
booklet. They have expressed satisfaction 
with the way “Blue Prints for Body 
Balance” clearly explains authentic pos- 
ture information to the layman in easy- 
to-read, non-technical language. Prepared 
by the Samuel Higby Camp Institute for 
Better Posture, it can be obtained in any 
quantities you wish by writing the 
Samuel Higby Camp Institute for Better 
Posture. Address: Empire State Building, 
New York City. 


BODY B 








a battle cry from one end of the country 
to the other. Press, radio, schools, colleges 
and civic groups will voice the challenge 
—‘‘How are you standing up to the extra 
demands of total war . . . are you fit to do 
your share for victory?” 


We believe that this message will inspire 
more men and women to better posture 
. will encourage those suffering from 
poor body mechanics to seek professional 
advice. We hope the aims and precepts of 
this program will warrant 
the full approval and sup- 
port of the medical fra- 
ternity this year, as in the 
past. 


S. H. CAMP AND COMPANY 
Jackson, Michigan 


World's largest manufacturer of 
scientific supports. Offices in New 
York; Chicago; Windsor, Ontario; 
London, England. 


BLUE PRINTs 


Book is 31/4 inches by 6% 
inches. Printed in blue. Pro- 
fusely illustrated with skel- 
etal diagrams as above. 


ALANCE 


~! 
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SIMIVAC 


SIMILAR TO BREAST MILK 


A powdered, modified milk product especially prepared 
for infant feeding, made from tuberculin tested cow's Fr eaicat 
milk (casein modified) from which part of the butterfat MEDICAL 
is removed and to which has been added lactose, olive 
oil, coconut oil, corn oil, and cod liver oil concentrate. 


Similac provides breast milk proportions of fat, pro- 
tein, carbohydrate and minerals, in forms that are 


physically and metabolically suited to the infant’s 


requirements. Similac dependably nourishes — from 


birth until weanin g. 


One level tablespoon of Similac powder added to two 
ounces of water makes two fluid ounces of Similac. 
This is the normal mixture and the caloric value is 


approximately 20 calories per fluid ounce. 


M&R DIETETIC LABORATORIES, INC. COLUMBUS, OHIO 
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Waar CARNATION 
IS TELLING | 


about the milk Mi 


MOTHERS 
situation 


From a recent “Contented 
Hour” broadcast we quote 
this statement, typical of 
others made to our nation- 
wide radio audience. 


“Let's take a moment to discuss, frankly, a situation that has 
troubled many good friends of Irradiated Carnation Milk—especially 
mothers whose babies are thriving on Carnation feeding formulas. 
There’s been a run on evaporated milk—and, naturally, a favorite 
brand like Carnation has been in great demand. In some places, 
mothers have had to shop around to get it—and sometimes they 
have been disappointed. We know—mothers don’t begrudge the 
tremendous production that we're supplying to our fighting forces, 
and to friendly peoples fighting with us—but sti/] they want Carna- 
tion. And we are trying to see that they get it. Actually, we are de- 
livering more milk, tight now, for home consumption, than ever before. 
And we honestly believe that there wouldn’t be a shortage anywhere 
if it weren’t for the fact that some people have been buying more 
than they need, and putting the surplus aside—without realizing that 
when thousands do this, tens of thousands have to suffer. (PAUSE) 
Let me say again that Carnation is making record shipments for the 
home market. We want to take care of Carnation babies and every- 
body. And we ask you to help—by not buying more than you need.” 


IRRADIATED 


Carnation 
& “‘FROM CONTENTED 


(Mmm nara UTTAR 
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Some men 
are so clever! 


Take my boss for instance. . . 


Yesterday, I overheard him talking to another doctor about 
infant feeding. 
“Jim,” he said, “I'll cell you why you never have any time 
to spare. You get yourself tied up with a lot of unnecessary 
work. 
“You believe in prescribing plain cow's milk modified. 
Haven't you found out that S-M-A* will save you a lot of 
unnecessary questions? Cut out a lot of bothersome 
arithmetic? 
‘Heaven knows, we're busy enough as it is. I'll bet you a 
couple of tickets for the big game that with S-M-A on 
the job—your patients won't have to telephone you so 
often to ask about their baby’s formula.” 

* * * 
Well, you can see why I think my boss is so clever. 
Why don’t you try S-M-A in your own practice, doctor? 
See if you don’t like it better. 





With the exception of Vitamin C 
... §-M-A is nutritionally complete 
Vitamins B,, D and A are included 
in adequate proportion . . . ready to 
feed. Their presence in S-M-A pre- 
vents the development of subclinical 
vitamin deficiencies . . . because the 
infant gets all the necessary vitamins 
right from the start. 


S-M-A has still another highly im- 
portant advantage not found in other 
modified milk formulas. It contains 
a special fat that resembles breast 
milk fat . . . resembles it chemically 
and physically—according to im- 
partial laboratory tests. S-M-A fat is 
more readily digested and tolerated 
by most infants than cow's milk fat. 











S. M. A. Corporation 


The infant food that is 
nutritionally complete 


8100 McCormick Boulevard 


& Chicago, Illinois 


S-M-A, a trade-mark of S.M.A. Corporation, for its brand of food tion of milk sugar and-potassium chloride; altogether forming an 
especially prepared for infant feeding—derived from tuberculin  antirachitic food. When diluted according to directions, it is essen- 
tested cow's milk, the fat of which is replaced by animal and veg- tially similartohuman milk in percentages of protein, fat, carbohydrate 
etable fats, including biologically tested cod liver oil; with the addi- and ash, in chemical constants of the fat and physical properties. 


“REG. U.S. PAT OFF. 
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REVIEWS 


@ Because of the rapid advances.which are 
being made in the vitamin field, and the 
increasing emphasis on vitamin therapy, 
Merck &Co., Inc. has prepared and dis- 
tributed to physicians a series of Vitamin 
Reviews, containing up-to-date and factual 
information concerning these important 
substances. 


A limited number of complete sets of- these 
informatiye booklets have been gathered in 
a convenient slip-cover container, designed 
for ready reference in library or bookcase. 
Physicians may obtain these complete sé¢ts 
so long as the supply lasts. The coupon is 
for your convenience. : 


MERCK & CO., Inc., RAHWAY, N. J. 


Me fa 4 ving 44 y 








seo Gee 
FOR VICTORY So.M.Jl.4-43 
Merck & Co., Inc. 
Rahway, N. J. 
Please send me a complete set of ‘‘Merck Vitamin 
Reviews” in convenient slip-cover container. 
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SCHOOL’S OUT—3 HOURS ‘TIL SUPPERTIME 





Eating between meals or “piecing” can become a 
bad habit that spoils the appetite for regular meals. 


But the active, rapidly grow- 
ing child usually is better off 
if his or her “‘between-meals” 
hunger is satisfied. 


Horlick’s is ideal at such 
times because it combines 
basic nutrition in a palatable 
liquid form which is so read- 
ily digested that it does not 
tend to destroy the appetite 
for the next full meal. 


For the normal as well as the 
undernourished child — at 
meals and, if necessary, be- 
tween meals—remember 


HORLICK’S 


(Plain) 
and 


HORLICK’S 
FORTIFIED 


(A, Bi, D & G) 


The Complete Malted Milk — Not Just a Malt Flavoring for Milk 


HORLICKS 


April 1943 
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WAR BONDS 
FOR VICTORY 





fo reduce industrial absenteeism 


due to urinary infections 


In the vital battle of production, it is essential that every worker be kept on 
the job and at full production capacity. 

When a war worker suffers with one of the common urinary infections, Pyri- 
dium is of decided service. This is especially evident in the milder, ambulant 
cases of urinary infection. 

The prompt and effective symptomatic relief pro- 
vided by Pyridium contributes to a more rapid 
recovery, with the result that the worker can be 
returned to his job sooner than would otherwise 
be possible. 

Pyridium is convenient to administer. The average 
oral dose is 2 tablets t.i.d. At this dosage level, it 
possesses the combined advantages of relative 
nontoxicity, effectiveness in the presence of either 
acid or alkaline urine, and local analgesic effect on 
the urogenital mucosa. 





MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 
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Anemia and 
T he Ides of March 


VI-FERRIN 
Lederle 


7 ANEMIA follows closely the many 
respiratory and other infections so prevalent 
in early spring. Once the course of the infection 
has been arrested, treatment of the secondary 
anemia so frequently present should be com- 
menced. This treatment should be directed not 
only toward hemoglobin regeneration, but also 
toward remedy of the dietary anorexia. 
““VI-FERRIN Lederle” is particularly suited to 















the treatment of such anemias, by reason of its 


ferrous iron and Vitamin B content. 


Each ‘‘vI-FERRIN Lederle’’ capsule contains: 


® Dried ferrous sulfate—0.2 Gm. 
(S gr«ins) equivalent to 66 mg. 
metallic iron; 

® Thiamine Hydrochloride (Vita- 


min B:)—0.25 mg. (85 Int. Units); 


® Liver concentrate—0.5 Gm., con- 


aor OSes taining Riboflavin (Vitamin Be) 
the spear and shield 0.15 mg. 


of Mars, god of War. 






























BOTTLES OF 
40, 100 AND 
500 CAPSULES 


LEDERLE LABORATORIES, luc., NEW YORK, W.Y.— A UNIT OF AMERICAN CYANAMID COMPANY 
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VITAMIN A DEFICIENCY 


IN HEPATIC DISEASE 





cated by acute infection—concomitant deficiency 


Controlled studies* of 116 cases showed that in 
of vitamin A is frequently encountered. 


severe hepatic disease—especially when compli- 
The findings are summarized in the accompanying table: 






































Analysis of Livers from Normal Persons and from Patients with Various Diseases 
Number Average Weight Average Vitamin A Carotene 
DISEASE of Livers of Liver U.S.P. Units Mg. per 
Analyzed Gm. per 100 Gm. 100 Gm. 
None 25 1,430 121,000 1.44 
Alcoholism 26 1,980 37,500 0.90 
Cirrhosis 15 2,120 13,700 0.57 
Acute Infections (no liver pathology) 16 1,760 45,400 0.95 
Acute Infections (liver pathology) 6 1,835 24,600 0.58 
Chronic Infections 10 1,760 38,300 0.79 
Metabolic Diseases 12 1,740 72,300 1,35 
Malignant Conditions 7 1,780 74,900 1.32 
Cardiovascular Diseases 16 1,540 58,300 1.37 








metabolic states, White’s Oleo-Blend Vitamin A 


Whatever the cause of severe vitamin A deficiency, 
Capsules merit your therapeutic recommendation. 


be it dietary lack, infection, hepatic disease, hyper- 


WHITE’S OLEO-BLEND VITAMIN A CAPSULES 
(First Council-Accepted High Potency ‘tA” Capsule) 


Each small, easily swallowed capsule presents 25,000 U.S.P. 25, 100 and 500. Ethically promoted—not advertised to 
units of natural source vitamin A. Supplied in bottles of the laity. White Laboratories, Inc., Newark, N. J. 

*Ralli, E. P., Papper, E., Paiey, K. and Bau- 
man, E.: Vitamin A and Carotene Content of 
Human Liver in Normal and in Diseased Sub- 
jects, Arch. Int. Med., 68:102-111, (July) 1941, 
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WITH SAFETY... 


HAT Mandelamine possesses marked thera- 
peutic effectiveness against organisms present 
in pyelonephritis (bacillary)—including that of 
pregnancy—and in cystitis, prostatitis, and infec- 
tions accompanying renal calculi or instrumental 
trauma, is a matter of record. 


Of no less importance in the treatment of these 
conditions is the safety factor. With Mandelamine 
therapy, the physician may proceed safely, confi- 
dent in the knowledge that the course of adminis- 
tration will be generally free from the nausea, 
vomiting and diarrhea which are common inter- 
ruptions of treatment when either mandelic acid or 
methenamine is used individually. This easy tolera- 
tion to Mandelamine makes it significantly valuable 
in obstinate cases of urinary infections in which the 
medication must be continued for a lengthy period. 
If you have not yet used Mandelamine, we suggest 


that you give it a trial. A free sample, and de- 
scriptive literature, will be sent to you upon request. 






Supplied in enteric coated 
tablets, sanitaped, in 
packages of 120; in hospi- 
A — of 500 and 


J The chemical combina- 
| tion of Mandelic Acid 
and Methenamine 


Reg. U.S. Pat. Off. (Methenamine Mandelate) 


NEPERA CHEMICAL CO. INC. 


Per, 
Manufacturing Chemists YONKERS, New York 
Che mice 
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Buy U.S. War Bonds and Stamps 


atR, 


SCHERING CORPORATION 7/\° BLOOMFIELD-NEW JERSEY 
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SYNDROME OF LOWNESS 


LOW MUSCLE TONE, LOW BLOOD PRESSURE 
LOW RESISTANCE are part of a syndrome character- 


istic of adrenal cortical insufficiency. 


Adrenal Cortex Extract (Upjohn) is a most potent specific 
therapy now available for alleviation of these typical symp- 
toms, when due to adrenal cortex insufficiency. Adrenal Cortex 
Extract (Upjohn) is a potent natural complex representing 
steroids which influence carbohydrate metabolism, capillary 
tone, vascular permeability, plasma volume, body fluids and 
electrolytes. “No one of these substances and no synthetic 
substance has yet been shown to possess all of the effeets of 
a potent cortical extract.” N. N. R. 1942. 


ADRENAL CORTEX EXTRACT (UPJOHN) 
Sterile Solution in 10 cc. rubber-capped vials for sub- | Upjohn | 
cutaneous, intramuscular and intravenous therapy. 


ANOTHER WAY TO SAVE LIVES — BUY WAR BONDS FOR VICTORY 
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Personalized Field Service on G-E Equipment Has Prevailed for Many Years 


e It is important that x-ray and other electro- 
medical equipment be kept in tip-top operating 
condition during these busy days in hospitals, 
clinics, and physicians’ effices. And to users of 
G-E equipment the need for expert technical 
and maintenance service in this wartime period 
has presented no problem. They continue to get 
it from the same G-E branch offices and re- 
gional service depots that have taken care of 
them for many years past. 

In other words, this idea of G-E field service 
is not something set up just for the duration. 
It is considered quite as important to G-E 
customers in peacetime as well. 


G-E Periodical Inspection and Adjustment 
Service, for example, is a low-cost, year-round 


service that keeps thousands of G-E x-ray and 
electromedical units at highest operating 
efficiency at all times. Thus investments in fine 
equipment are protected, to preclude costly 
and annoying breakdowns. 


Therefore, to present and future users of 
G-E equipment, this competent field service 
will always be available—in wartime and 
peacetime, both. 


GENERAL @ ELECTRIC 
7 X-RAY CORPORATION 


CHICAGO, L., U. 5. a 





A. 2009, sacKsow sive. 
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Doulled 


Corrosion by hydrochloric acid added to mis-applied digestion 
of stomach or duodenal wall by pepsin—this double action is 
confirmed by recent investigations as a major factor in the cause 
and persistence of peptic ulcer. 

Such confirmation is opportune. It comes at a time of in- 
creased incidence of peptic ulcer with the war. War tension 
may have caused an actual increase of ulcers or physical exam- 
inations by the millions for the services may have only quickened 
the diagnosis. 

There is a simple and agreeable means of neutralizing the 
excess acidity and reducing perverted peptic digestion. “—The means 


is Fluagel-Breon. 


is the fluid, aluminum hydroxide hydrogel which, too, is doubly 
effective. It neutralizes 25 times its volume of tenth-normal 
hydrochloric acid; about twice as much as the average aluminum 
Supplied in 10-oz. hydroxide preparation. And Fluagel reduces peptic activity of 
eenEenE eee. the gastric juice, especially in a high acid concentration. 


George A. Breon se. Company 
~DPharmaceuticat Sremiste 
KANSAS CITY, MO. 
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Night and day, Picker X-Ray 
Field Men are constantly ‘“‘on the 
alert” for any emergency arising 
within the X-Ray laboratory. 


Distance is no deterrent when an 
X-Ray department is faced with a 
repair or supply problem requir- 
ing immediate attention. 


These men are trained specialists 
in all branches of X-Ray service. 


PICKER X-RAY 


| WAITE MANUFACTURING DIVISION, CLEVELAND, OHIO 


come) FOUR TH AVENDS PX 





EMERGENCY CALL 





SOUTHERN MEDICAL JOURNAL 








They are keenly aware of their 
grave responsibility to the medi- 
cal profession. 


In these trying times, when the 
continued operation of your pres- 
ent equipment is so important to 
the community welfare, get to 
know the Picker man in your 
neighborhood. Regardless of your 
X-Ray maintenance or supply 
problem, he’ll see you through! 


CORPORATION 





N EW YORK, NE W YO-R K 
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“THE ESTROGEN OF CHOICE” 


ner at J -estradiol benzoate is the 
— w_—_fistelder, J- 
estroge" © 


choice- 
crinol., \9A2, 2:628- 





Therapeutic potency, freedom 
from undesirable by-effects, 
sustained physiologic action, 
economy of treatment, and the 
comfort of fewer injections are 
the advantages offered by Dimen- 
formon Benzoate ‘Roche-Organon,’ 
the benzoic acid ester of alpha-estra- 
diol, the natural primary follicular 
hormone. It is this combination of 
outstanding advantages which makes 
Dimenfermon Benzoate the choice of 
the physician when selecting an estro- 
gen, and led Eisfelder (J.-Clin. Endo- 


ROCHE-ORGANON, 


ROCHE-ORGANON 







crinol., 1942, 2:628) to bestow on 
alpha-estradiol benzoate? the coveted 
title, “‘the estrogen of choice.” 


Dimenformon Benzoate literature 
and dosage schedules on request. 


+ Dimenfermon Benzoate, the Roche-Organon brand 
of alpha-esiradiol benzoate was used by Eisfelder in 
his study. 


“DIMENFORMON 
BENZOATE 


NUTLEY, N. 


LTD., MONTRE 


INC, 


(CANADA) 


April 1943 
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INTRANASAL USE 


MU 8 WANT TO KNOW ABOUT THE NEW 
SQUIBB PRODUCT FOR is 


+ Sh 


& The) 


SULMEFRIN* is an effective decongestant 
for intranasal use in chronic sinusitis and 
other upper respiratory infections associ- 
ated with the common cold. It contains sul- 
fathiazole sodium, which is effective against 
staphylococcus and pneumococcus organ- 
isms; and, d/-desoxyephedrine hydrochlo- 
ride—an effective vasoconstrictor. In com- 
bination these drugs exert an effect which 
permits the reduction of the sodium sulfa- 
thiazole content from 5 per cent to 2.5 per 
cent; while the action of d/-desoxyephe- 
drine hydrochloride occurs with as little as 
l% of one per cent, thus lessening the ten- 
dency toward the nervousness and sleep- 
lessness sometimes experienced when 1 per 
cent solutions of ephedrine are used. 

Sulmefrin may be administered by spray 
or drops, 5 to 10 minims into each nostril, 
2 to 4 times daily; or by tamponage, 20 
minims on each pack, applied for 15 to 30 
minutes once a day. 


* Sulmefrin is a trade-mark of E. R. Squibb & Sons. 


For literature write Professional Service Dept., 


E. R. Squibb & Sons, 745 Fifth Ave., New York 


MEFRIN 


fothiaz ol 
Solutiot 1 Sulfa 4 
sod Aqué 2OUS Hydro¢ hloric 


oxyé phearl! 
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These Advantages with SULMEFRIN 

Affords quick relief—By promoting 
aeration and drainage. 

Does not impede ciliary motility—As 
shown by biological test. 

Its mild alkalinity (pH 8.9 + 0.3) 
helps to dissolve mucous and mucopurulent 
secretions. 

Practically non-irritating— Effective 
shrinkage of swollen tissues with drainage 
and ventilation are generally produced with- 
out congestion of the membrane, sneezing, 
tachycardia and nervousness. 

Remarkably stable—As demonstrated 
by exposure to direct sunlight; to air ex- 
posure; to pure oxygen; and to boiling. 

Caution should be observed in adminis- 
tering this preparation to patients who have 
previously exhibited sensitivity to sulfon- 
amides. 

Sulmefrin is available in 1-ounce and 
1-pint bottles. 
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Wren transports return from tropical areas ? 
amebiasis is expected to show a marked increase. 
Physicians can depend upon the amebicidal potency of 


ANAYODIN 


For more than 18 years ANAYODIN has been assuming 
stature as a No. 1 killer of E. histolytica, being highly 
effective against motile and encysted forms. It is 


nontoxic and contains no arsenic. 


> ANAYODIN is supplied as enteric coated pills of 4 grain: 
each, bottles of 50 and 100. Powder in bottles of 25 and 


100 grams. Write for literature. 


e 
sil Bischoff roman 


IVORYTON - CONNECTICUT 
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CHRONIC. ANEMIAS 

— NEED NOT RELAPSE 
AFTER 

TREATMENT 








Rapid, compllele necovery 
fellows the adminishation of Bepron* 


“This recovery is lasting and is not followed by a 
relapse when the therapy is discontinued.’’ Bepron’s 
effectiveness in chronic anemias is independent of the 
diet of the patient.t 


JOHN WYETH & BROTHER, INCORPORATED 
PHILADELPHIA, PENNSYLVANIA 


rere LIEB. a Ww ae a sagt an a ewe in the We ‘hs’ 
reatment of Hypochromic Anemia, Canad J. 47: yebs Beef Vive wutlh non 
456-460 (Nov.) 1942. é . SA 
*Reg. U.S. Pat. Off. Supplied in 8-fluidounce and pint botties 
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Lpghly Melis 
BACTRRIOSTATIC AGENT 


Sulfathiazole exerts a prompt bacteriostatic effect 
upon a number of pathogenic organisms. A pro- 
nounced action is observed on the following: 


PNEUMOCOCCUS + STAPHYLOCOCCUS 
GONOCOCCUS + MENINGOCOCCUS 


Remarkable clinical results have been con- 
sistently obtained in infectious conditions caused 
by these organisms. Complications which are com- 
monly encountered in pneumonia, gonorrhea or 
meningitis are greatly reduced in frequency and 


severity. 


The dosage should he adjusted to the nature 
of the disease, as well as to the age and condition 
of the patient. Write for dosage chart and booklet 
on Sulfathiazole-Winthrop. 


Sulfathiazole-Winthrop is supplied in tablets of 0.5 Gm. 
(7.72 grains), bottles of 50, 100 and 500; also (primarily for 
children) in tablets of 0.25 Gm. (3.86 grains), bottles of 50, 
100 and 500. Sterile powder is available in bottles of 5 Gm., 
% lb. and 1 lb. 


Yocoffy SULEATHIAZOLE 



















CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician 
NEW YORK, N. Y. WINDSOR, ONT. 
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Physicians agree, “Habit Time” is the 
best corrective measure in treating con- 
stipation. 

As an aid in establishing ‘Habit Time” 
. . « Petrogalar has long been favorably 
known. 

An aqueous suspension of mineral oil, 
Petrogalar adds unabsorbable fluid in the 
colon. Brings about comfortable elimina- 
tion with no straining . . . no discomfort. 
Unlike plain mineral oil, Petrogalar sup- 
plies moisture . . . retains moisture . . . 
counteracts excessive dehydration. 


Supplied in 5 Types 


Petrogalar Laboratories, Inc. 
Chicago, Illinois 





yu pple pfHlCeld 


Miscibility and even dissemination are as- 
sured by the fine division of suspended oil 
globules. 


Petrogalar is pleasant to take. It may be 
thinned with water, milk cr fruit juices. 


Five types offer latitude of choice in treat- 
ing a wide range of conditions. 


Try Petrogalar on your next group of 


patients. 


*Reg. U. S. Pat. Off. Petrogalar is an aqueous 
suspension of pure mineral oil. Each 100 cc. of 
which contains 65 cc. pure mineral oil suspended 
in a flavored aqueous gel. 





Detcagalar 


Promotes ‘‘Habit-Time’’ of Bowel Movement 
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YOUR PATIENTS FIND IT JUST AS EASY 





In less than 1 minute you, your technician or any of your 
patients can make a reliable, qualitative urine-sugar test with 


CLINITEST 


As Simple as This: 
QO: » ER &) Drop in tablet 

e Allow jor reaction, then 
2] 10 drops water compare with color scale 


OTHER OBVIOUS ADVANTAGES: CLINITEST Tablets generate own 
heat; therefore no external heat necessary. Each tablet contains an 
accurately measured amount of reagent; therefore no weighing of re- 
agents, no liquids to spill, no delay. 
CLINITEST is reliable—based on 
same chemical principles as Benedict’s, 


Fehling’s, Haines’ tests. 





Complete sets available through your 
prescription pharmacy. 


Write for full descriptive literature. 





EFFERVESCENT PRODUCTS, INC. 
KLKHART, INDIANA 





April 1943 
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Au Bpoota was all right for the gods... 


Subsisting on ambrosia and nectar may have been satisfying to the mythical 
gods of Greece. But for ordinary mortals, no food has been discovered as yet 
which contains all the elements required for maximum nutrition. 

Most likely to be deficient in the diet, as cited by authorities, is vitamin B 
complex, and need for reinforcement with this vitally important group is 
generally acknowledged. 

An unusually high potency of all factors of the B complex is provided in 


BETA-CONCEMIN 


BRAND OF B VITAMINS 
WHOLE VITAMIN B COMPLEX IN HIGH POTENCY 


bottles; Beta-Concemin Tabletsin bottles 
of 100. 


The palatability of the various dosage 
forms of Beta-Concemin is most impor- 


tant where treatment must be main- 
tained for some time—as in pregnancy, 
convalescence, undernourishment. 
Pleasant, fruit-flavored Elixir 
Beta-Concemin is available at prescrip- 
tion pharmacies in 4-oz. and 12-oz. 


In Anemias of pregnancy, deficiency 
states, or following sulfonamide therapy, 
prescribe Capsules BETA-CONCEMIN 
with FERROUS SULFATE. Bottles 
of 100. 


Write for Samples and Literature 





Trade Mark 
“Beta-Concemin”™ 
Reg. U. S. Pat. Off. 
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NO increase in price! 


@ VITAMINS B,-B.(G)-C SUBSTANTIALLY increased 
@ NIACINAMIDE, important B Complex member, added 


VI-FSYNERAL is an excellent vitamin-mineral dietary 
supplement—in step with advancing nutrition research. 


VI-SYNERAL is personally used and widely rec- 
ommended by physicians because of its effectiveness 
and because it is now conceded that deficiencies in 
vitamins and minerals are usually multiple. We have 
pioneered multiple vitamin-mineral therapy since 1935. 















VI-SYNERAL contains: 


VITAMINS: A-B,-B.(G)-C-D-E-Niacinamide 
and B Complex factors. 


MINERALS: Calcium. Phosphorus, Iron, Iodine, Manga- 
nese, Magnesium, Copper, Zinc. 


. in @ separate Funk-Dubin balance for each age 
group: (1) ADULTS, (2) INFANTS and CHILDREN— 
up to 6, (3) CHILDREN and ADOLESCENTS—6 to 16, 
(4) EXPECTANT and NURSING MOTHERS, and 
(5) SPECIAL GROUP (Middle-aged and Aged). 





a U. S. VITAMIN CORPORATION 
@ NEW YORK, N. ¥. 








April 1943 
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Ferrous Iron 
Sealed from the Air 
but not from the 
Patient 


SOUTHERN MEDICAL JOURNAL 


HEMATINIC PLASTULES 


For blood donors the hemoglobin regeneration rate 
increases nearly 50% and the recovery period is 
drastically shortened when small amounts of iron are 
administered. + 


Hematinic PLASTULES provide iron in the ferrous 
state quickly available for conversion into hemo- 
globin. They are easy to take and well tolerated. 
Hematinic PLASTULES Plain contain dried ferrous 
sulphate U.S.P.X. 5 gr. and yeast concentrate .75 
gr., supplied in bottles of 50, 100 and 1000. Also 
available with Liver Concentrate. 


-+Fowler and Barer: “Rate of Hemoglobin Regeneration in Blood 


Donors.”’ J.A.M.A., 118:421:1942. 
*Reg. U. S. Pat. Off. 


THE BOVININE COMPANY - CHICAGO, ILLINOIS 
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URO PHOSPHATE 


The potency of Uro-PHOsPHATE 
is locked into the tablet—deteriora- 
tion through exposure to moisture 
or air being prevented by a special 
dry manufacturing process and by 
careful packaging in glass bottles 


URO , under air-tight seal. 


PHOS 


The acid sodium phosphate in Uro-PHOsPHATE 
releases the potency of the tablet in the urinary 
tract by hydrolizing the methenamine into the 
bactericidal formaldehyde. 

The dosage of Uro-PHOsPHATE in cystitis, pye- 


litis, is two tablets dissolved in a glass of water 





Eacu Tasiet Contains: 


Methenamine. . 7'% ars. 
Acid Sodi ° 
‘Phosphate... 10 gre. three or four times a day. 


i wittram ep 7 Ot 2€)4. & CO. Int 
“4 4 
< RICHMOND VIRGINIG 


Since 1856 
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St. Elizabeth’s Hospital 


Richmond, Virginia 


STAFF 
J. Shelton Horsley, M.D., Surgery and Gynecology 
Guy W. Horsley, M.D., General Surgery and Proc- 
tology 
Douglas G. Chapman M.D., Internal Medicine 
Wm. H. Higgins, M.D., Consultant in Internal 
Medicine 
Austin I. Dodson, M.D., Urology 
Charles M. Nelson, M.D., Urology 
Fred M. Hodges, M.D., Roentgenology 
L. O. Snead, M.D., Roentgenology 
R. A. Berger, M.D., Roentgenology 
Helen Lorraine, Medical Illustration 
Visiting Staff 
Harry J. Warthen, Jr., M.D., Surgery 
W. K. Dix, M.D., Internal Medicine 
James P. Baker, Jr., M.D., Internal Medicine 
Marshall P. Gordon, Jr., M.D., Urology 
Howell F. Shannon, D.M.D., Dental Surgery 


Administration 
N. E. PATE, Business Manager 


The operating rooms and all of the front bedrooms 
are completely air-conditioned 


School of Nursing 
The School of Nursing is affiliated with Johns 
Hopkins Hospital School of Nursing in Baltimore 
for a three months’ course each in Pediatrics and 
Obstetrics. 


Address: Director of Nursing Education 





The Martin X-Ray and 
Radium Clinic 


3501 Gaston Ave. - Dallas, Texas 
ADJOINING GASTON HOSPITAL 


. 


For x-ray diagnosis and the treatment of 
cancer, uterine hemorrhage and other 
conditions requiring radiation therapy. 


Jas. M. Martin, M.D. Chas. L. Martin. M.D. 


































Saint Albans Sanatorium 
RADFORD, VA. 





A modern, ethical institution, fully equipped 
for the diagnosis, care and treatment of nerv- 
ous and mental diseases and selected addiction 
cases. 2,000 feet elevation. Rates reasonable. 
Occupational and Hydrotherapy Departments. 


JAMES P. KING, M.D. : 
WILEY D. LEWIS, M.D. 
FRANK A. STRICKLER, M.D. 











ALLEN’S INVALID HOME 


Established 1890 MILLEDGEVILLE, GA. 


For the treaiment of 


NERVOUS AND MENTAL DISEASES 
Grounds 600 Acres — Buildings Brick, Fireproof — 
Comfortable — Convenient — Site High and Healthful 

E. W. ALLEN, M.D., Department for 
H. D. ALLEN. M.D.. Department for Women 
Terms Reasonable 
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Cincinnati Sanitarium 
Inc. 1873 








For Mental and Nervous Diseases 





A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet 


Emerson A. North, M.D. 


H. P. COLLINS, Business Manager eae team 


Box No. 4, College Hill D. A. Johnston, M.D. 
CINCINNATI, OHIO Medical Director 
























“REST COTTAGE’’ College Hill, Cincinnati, Ohio 


For purely nerv- 
ous cases, nutri- 
tional errors and 
convalescents. 


Completely equipped 
tor hydrotherapy, 
massages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M 


Charles Kiely, 
M.D. 


Visiting 
Consultants 


D. A. Johnston, 
M.D., Medical 
Director 


H. P. Coliins, 
Bus. Mgr., Box 
No. 4, College 
Hill, Cincinnati, 
Ohio 
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FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions 
Established in 1925 
Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service maintained. 


JAMES A. BECTON, M.D., Physician-in-charge 


P. O. Box 2896, Woodlawn Station, Birmingham, Ala. Phones 9-1151 and 9-1152 














S. N. BRINSON, M.D. WALTER R. WALLACE 
edical Director Business Manager 





THE WALLACE SANITARIUM io pexnessee 


For over thirty years in successful operation; just eight miles from the heart of the city, in a quiet suburb, occupy- 
ing sixteen acres of beautiful grounds, this Sanitarium is especially equipped for the treatment of drug addiction, 
alcoholism, nervous, and mental disorders, the care of patients requiring metrazol and insulin therapy and is ideal 


for convalescents. 


MEMPHIS 
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THE TURNER - GOTTEN SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 





For the Diagnosis and Tr of Mental and Nervous Disorders 
Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 531% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment for 


electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupational and recreational therapy under 
the supervison of a trained therapist. An adequate nursing personnel gives individual attention to each patient. 


Cc. C. TURNER, M.D., F.A.C.P., Neuropsychiatrist NICHOLAS GOTTEN, M.D., F.A.C.S., Neurosurgeon 
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SANATORIUM 4 


ESTABLISHED I91t : RICHMOND, VIRGINIA 








-~ 
° s 
TO For the Treatment of Nervous and Mental Disorders 
5 and Addictions to Alcohol and Drugs 
THE STAFF 
ror MEN DErT. FoR WOMEN 
JAS. K. HALL, MD. PAUL V. ANDERSON, M.D. 





TERATURE ON REQUEST 



















ASSOCIATES 
~~ 8. DaRpEN, EDWARD HM. WILLIAMS, ™.D. 
\ saguoe. ALDERMAN, M.D. REX BLANKINSHIP, M.D. 
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For Patients With 
Alcoholic Problems 


--The Farm 


A non- institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 
of a limited number of selected vol- 
untary patients with ALCOHOL prob- 
lems — both male and female — un- 
der the psychiatric direction of 


Robert V. Seliger, M.D. 


CITY OFFICE: 
2030 Park Avenue, Baltimore, Md. 








TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical Practice of Drs. Beverley R. Tucker, 
Howard R. Masters and James Asa Shield. 


The Tucker Hospital is for the treatment 
of nervous and endocrine diseases. There 
are departments of massage, medicinal exer- 
cises, hydrotherapy and physiotherapy. The 
Hospital is large and bright, surrounded 
by a lawn and shady walks, large verandas 
and has a roof garden. It is situated in 
the best part of Richmond and is thorough- 
ly and modernly equipped. The nurses are 
specially trained in the care of nervous 
cases, 














BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 


(Suburb of Atlanta) 


@ For Nervous and Mental Disorders 
Drug and sea Addictions 


Approved di tic and t i hod 
Metrazol and Electro- ~S in selected cases. 

Special Department for General Invalids and 
Senile Csaes at Monthly Rates. 


JAMES N. BRAWNER, M.D. 
edical Director 
ALBERT F. BRAWNER, — 
partment for Men 
JAMES N. BRAWNER, Oe M.D. 
Department for Women 























HOYE’S SANITARIUM 


“In the Mountains of Meridian’ 
MERIDIAN, MISS. 


Diagnosis and Treatment of NERVOUS 
AND MENTAL DISEASES, ALCOHOLIC 
AND DRUG ADDICTIONS. Especially 
equipped for the treatment of MENTAL 
DISORDERS and those requiring ELEC- 
TRO-SHOCK THERAPY. Convalescents, 
elderly people and mild chronic mental 
cases also admitted. 


Write P. O. Box 106 or Telephone 524 





Dr. M. J. L. Hoye, Supt. 
Fellow of the American Psychiatric 


Association 














air 


PS OUR Owe A. Qo 


wee WisteRE 


“eteus Metered 


es A OR eee es KE we ee SO Ie oe cette TON I = NRT, RR eae 


TN 


40 





SOUTHERN MEDICAL JOURNAL April 1943 





HIGH OAKS SANATORIUM 


LEXINGTON, KENTUCKY 
Dr. Sprague’s Sanatorium 


An established Private | a of thirty beds which treats selected cases of mental or nervous illness, liquor or drug 
addictions, in surr a4 ig a private home rather than an institution. Lovely large grounds. parate 
building for men p Al ide rooms. Generously adequate nursing care. Hydrotherapy. Active psy- 
chotherapy individaally applied. Psychoanalysis if indicated. Supervised occupation and recreation. Rates on appli- 
cation, according to accommodations desired. 


Address inquiries to: DR. GEORGE S. SPRAGUE, Supt., 
Telephone: 302 Lexington, Kentucky 














DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


315 Brackenridge Avenue Phone: Fannin 5522 


For Nervous and Mental Diseases, Drug and Alcohol Addiction and 
Nervous Invalids Needing Rest and Recuperation 
Established 1903. Strictly ethical. Location delightful summer and winter. Approved diagnostic 


and therapeutic methods. Seven buildings, each with separate lawns, each featuring a small sep- 
arate sanitarium, affording wholesome restfulness and recreation, in doors and out doors, tactful 


nursing and homelike comforts. 
G. H. MOODY, M.D. J. A. McINTOSH, M.D., F.A.C.P. 
Founder Superintendent 











McGulIRE CLINIC 


ST. LUKE’S HOSPITAL 
Richmond, Virginia 
. - « Medical and Surgical Staff... 


General Medicine: Urology: Obstetrics: 
James H. Smith, M.D. Austin I. Dodson, M.D. H. C. Spalding, M.D. 
Hunter H. McGuire, M.D. Charles M. Nelson, M.D. W. Hughes Evans, M.D. 
Margaret Nolting, M.D. James M. Whitfield, M.D. 
John P. Lynch, M.D. Otolaryngology: Roentgenology: 

Orthopedic S Thomas E. Hughes, M.D. J. Lloyd Tabb, M.D. 
William Tat Grah , M.D. Dental Surgery: 
James T. Tucker, MD. — me es John Bell Williams, D.D.S. 

tuart uire, M.D. Guy R. Harrison, D.D.S. 
W. Lowndes Peple, M.D. 

Pathology: Webster P. Barnes, M.D. Ophthalmology: 

J. H. Scherer, M.D. Philip W. Oden, M.D. Francis H. Lee, M.D. 
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Medicine: 


MD. 
pr gren =o CALL, III, -e 
M. MORRIS PINCKNEY, 


Obstetrics: 
OY H. G Bat. 
DURW p SuGcs, M.D. 
SPOTSWOOD R ROBINS, M.D. 


Ophthalmology, Otolaryngology: 
ae ho M. a M.D. 
L. MASON. 


Pediatrics: 
ALGIE S. HURT, M.D. 
CH. 


Physiotherapy: 
MOZELLE SILAS, R.N., R.P.T.T. 


ALEXANDER G. BROWN, JR., M.D. 
OSBORNE ASHWORTH, 


MLD. 
ALEXANDER G. BROWN, III, M.D. 


AS. PRESTON MANGUM, M.D. 


STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND, VIRGINIA 


S : 
CHARLES R. ROBINS, M.D. 
STUART N. MICHAUX, M.D. 
A. STEPHENS GRAHAM, M.D. 
CHARLES R. ROBINS, JR., M.D. 
Urological 


Surgery: 
FRANK POLE, M.D. 
MARSHALL P. GORDON, JR., M.D. 


Oral Surgery: 
GUY R. HARRISON, D.D.S. 


Pathology: 
REGENA BECK, M.D. 


Roentgenology and Radiology: 
FRED M. HODGES, M.D. 
L. O. SNBAD, M.D. 
R. A. BERGER, M.D. 


Executive Director: 
HERBERT T. WAGNER, M.D. 








JOHN W. STEVENS, M.D. 
Founder 





TENNESSEE . R. F. D. No. 1 
Reference: The Medical Profession of Nashville 


CITY VIEW SANITARIUM 


For MENTAL and NERVOUS DISEASES 
and ADDICTIONS 


Established in 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and equipped with every facility for the 
comfort, care, and treatment of the class of patients received. 


It is upon the character of service rendered, rather than upon physical facilities that the reputa- 
tion of such an institution must rest, and to give every patient the maximum of individual atten- 
tion and unremitting care at all times is the basic principle of our work. An efficient organiza- 
tion exists in all departments. There is maintained an abundantly sufficient staff of capable 
nurses, divided into day and night shifts, assuring to every patient constant service through each 
of the twenty-four hours of the day. At midnight this service is as real as at midday. 


Situated in the midst of a fifty-acre tract and surrounded by a large grove and attractive lawns. 


WILL CAMP, M.D. 
Medical Director 
NASHVILLE 
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ELECTROPHORETIC AND KJELDAHL AN- 
ALYSIS OF PROTEIN IN NEPHRITIC 
URINE AND THE EFFECT OF PRO- 
TEINURIA ON THE HUMAN 
KIDNEY* 


By S. S. Backman, Jr., M.D. 
and 
BERNARD D. Davis, M.D. 
Baltimore, Maryland 


Many anatomical changes take place in the 
kidneys in Bright’s disease, and each one con- 
tributes in its own way to the development of 
renal insufficiency. Obstruction of blood vessels, 
various lesions in glomeruli, changes in the char- 
acter of tubular epithelium, and the presence of 
leukocytes and scars in the interstitial tissue are 
all familiar. Less attention, however, has been 
given to the source of certain hyaline materials 
in glomeruli and tubules; and, in the pathogenesis 
of renal failure, to the role of tubular obstruc- 
tion, caused in many instances by collections 
of hyaline material in the tubules like that in 
the glomeruli. This is surprising in view of the 
well known occurrence in some cases of multiple 
myeloma of a form of renal insufficiency which 
is due chiefly to obstruction of tubules by pre- 
cipitation of protein which takes place within 
them during the course of Bence-Jones pro- 
teinuria, as shown by Thannhauser and Krauss,! 
Forbus* and Bell.4 

In order to obtain more precise information 
concerning the effects of proteinuria on the hu- 
man kidney, during the past several years clin- 





*Read in Section on Pathology, Southern Medical Association, 
Thirty-Sixth Annual Meeting, Richmond, Virginia, November 
10-12, 1942. 

*From the Department of Pathology and the Department of 
Medicine of the Johns Hcpkins University and the Johns Hopkins 
Hospital, Baltimore, Maryland. 

*Aided by a grant from The Rockefeller Foundation Fluid 
Research Fund of the School of Medicine of the Johns Hopkins 
University. 


ical, chemical, and anatomical studies were made 
of a group of 42 cases representing various types 
of Bright’s disease. The methods used and the 
results have been published.’ Twenty-four hour 
specimens of urine were collected under toluene, 
usually at weekly intervals. Thé concentration 
of total protein in the urine, and the relative pro- 
portions of albumin and globulin were deter- 
mined by precipitation of protein and macro- 
Kjeldahl anaylsis of nitrogen. Repeated an- 
alyses of the urinary protein of 23 cases were 
made during periods varying from 2 months to 
2 years. Fewer examinations were made of the 
urine of the other 19 cases. Twenty-one of the 
patients in the series were autopsied. 

The following conclusions were suggested by 
these investigations. Proteinuria may result in 
the clotting of fibrin and the precipitation of 
other proteins in glomeruli and tubules; and sev- 
eral factors are concerned in determining the 
rate at which precipitation of protein takes place 
in the kidneys. Among the factors which may 
be readily investigated are the duration of pro- 
teinuria, the concentration of protein in the 
urine, and the relative proportion of the total 
protein which is represented by globulin. 

The most rapid accumulation of protein takes 
place in the kidney when the urine contains 
total protein in high concentration (5 grams per 
liter or more), provided that globulin forms 30 
to 35 per cent or more of the total. Clotting of 
fibrin occurs especially in those cases of acute 
hemorrhagic nephritis in which the urine con- 
tains a similar high proportion of globulin and 
a high concentration of total protein. In the 
glomeruli of these cases fibrin clots form mainly 
in Bowman’s spaces. 

In chronic progressive nephritis many glom- 
eruli and tubules eventually contain varying 
amounts of protein which differs from fibrin in 
microscopical appearance and in its position 
within the glomeruli. This material is more homo- 
geneous and hyaline, may contain stainable 
lipoids, and in the glomeruli it is located for 
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TOTAL PROTEIN IN GRAMS PER CENT, AND THE RELATIVE PERCENTAGE OF GLOBULIN IN 22 NEPHRITIC 
URINES AS MEASURED BY KJELDAHL AND ELECTROPHORETIC METHODS 








Total Protein Relative Percentage of Globulin 




















(Kjeldahl) 
-_ etal nieeateens Grams Per Cent Kjeldahl Electrophoretic 
11-22-41 Ss Rapidly pro- 0.563 31 37 
1- 3-42 S gressing 0.469 31 36 
2- 7-42 S nephrotic 0.638 33 36 
2-14-42 S nephritis 0.575 40 36 
2-21-42 Ss 0.619 42 38 
3-21-42 Ss 0.756 36 31 
11-23-41 Q Rapidly pro- 0.956 35 39 
gressing 

12-23-41 Q nephrotic 1.169 38 39 
1- 4-42 Q nephritis 0.669 36 38 
1- 3-42 M Slowly pro- 0.581 21 24 
1-24-42 M gressing 0.581 31 27 
2- 7-42 M nephrotic 0.600 31 29 
2-14-42 M nephritis 0.450 31 27 
2-21-42 M 0.538 29 31 
1-26-42 A Lipoid 3.031 20 18 
2- 1-42 A nephrosis. 2.225 17 17 
2- 7-42 A Normal renal 3.450 22 19 
2-22-42 A function 2.225 21 17 
9- 7-41 Ky Multiple mye- 0.519 97 100 
10- 1-41  y loma and pro- 0.563 100 100 
10-10-41 of gressive 0.744 95 99+- 
1- 9-42 Sy renal in- 0.475 92 93 


sufficiency 








Table 1 


the most part in the walls of and between the 
loops of the capillaries. There is a demonstrable 
correlation between the concentration of globulin 
and total protein, and the rate at which this 
hyaline material collects. The evidence suggests 
that it consists chiefly of precipitated globulins. 

In lipoid nephrosis, although proteinuria of 
very high concentration may continue for long 
periods, since the proportion of globulin in the 
urine is usually less than the critical level of pre- 
cipitation, appreciable quantities of protein do 
not collect in the glomeruli and tubules, and renal 
insufficiency due to this process is lacking. In 


some cases, however, after typical periods of 
low globulin proportion in the urine, globulin 
may subsequently appear in high proportions, 
renal insufficiency develops, and hyaline coagula 
are found in the kidneys. These represent some 
of the cases which have been described as 
“mixed” nephritis.® 

For reasons which are self-evident, it seemed 
desirable to compare the fractionation and Kjel- 
dahl method of analysis of urinary protein with 
the moving boundary electrophoretic method of 
Tiselius.” 
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ELECTROPHORETIC FRACTIONATION OF 22 NEPHRITIC URINES 
Total Concentrations (Per Cent of Total) 
Proteia 
Date Patient Diagnosis (Kjeldahl) Globulins 
in Grams Albumin 
Per Cent Total Alpha Beta Gamma 

11-22-41 S 0.563 63.4 36.6 6.0 11.2 19.4 0 
1- 3-42 S Rapidly pro- 0.469 64.4 35.6 8.9 8.9 17.8 0 
2- 7-42 S gressing 0.638 64.4 35.6 7.4 : 10.4 17.8 0 
2-14-42 S nephrotic 0.575 64.0 36.0 8.7 9.0 18.3 0 
2-21-42 S nephritis 0.619 62.5 37.5 9.2 9.2 19.1 0 
3-21-42 S 0.756 69.0 31.0 4.8 10.2 16.0 0 
11-23-41 Q Rapidly pro- 0.956 61.5 38.5 4.5 12.0 22.0 0 
12-23-41 Q gressing 1.169 61.5 38.5 3.4 10.3 24.8 0 
1- 4-42 Q nephrotic 0.669 62.3 37.7 3.9 9.4 24.4 0 

nephritis 
1- 3-42 M Slowly pro- 0.581 75.8 24.2 8.3 8.7 7.2 0 
1-24-42 M gressing 0.581 72.9 27.1 10.0 9.1 8.0 0 
2- 7-42 M nephrotic 0.600 71.5 28.5 9.1 9.5 9.9 0 
2-14-42 M nephritis 0.450 73.5 26.5 8.7 9.1 8.7 0 
2-21-42 M 0.538 69.1 30.9 9.1 11.5 10.3 0 
1-26-42 A Lipoid 3.031 81.8 18.2 4.8 10.4 3.0 0 
2- 1-42 A nephrosis. 2.225 82.7 17.3 4.6 10.8 1.9 0 
2- 7-42 A Normal 3.450 80.6 19.4 5.6 10.8 3.0 0 
2-22-42 A renal 2.225 82.6 17.4 3.5 11.2 2.7 0 

function 
9- 7-41 T Multiple 0.519 0 100 0 98 2.0 0 
10- 1-41 z myeloma. 0.563 0 100 0 100 0 0 
10-10-41 ? Progressive 0.744 99+ 0 99+ 0 
1- 9-42 r renal in- 0.475 7.3 92.7 0 91.2 1.5 0 

sufficiency 

Table 2 





Twenty-two 24-hour specimens were analyzed 
by both of these methods. The urine was ob- 
tained at about weekly intervals from five pa- 
tients, three with progressive nephrotic nephritis, 
one with lipoid nephrosis, and one with multiple 
myeloma, Bence-Jones proteinuria, and renal in- 
sufficiency. The methods used in the two types 
of analysis are described elsewhere.2 Two of the 
five patients were autopsied. 

The results are shown in Tables 1 and 2. The 


two methods gave values for globulin which 
agreed closely in their order of magnitude. The 
electrophoretic analyses confirm our previous 
fractionation and Kjeldahl analyses in indicating 
that high proportions of globulin occur fre- 
quently in the urine of the more rapidly pro- 
gressing cases of nephrotic nephritis, and that 
low proportions may be expected in cases of 
lipoid nephrosis and also in cases of nephrotic 
nephritis during periods when the renal function 
is more or less stationary. 
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The analyses by electrophoresis gave additional 
information, for it was found that in the two cases 
of nephrotic nephritis which progressed rapidly 
to uremia during the course of a year and one 
and a half years respectively, the high globulin 
content of the urine was due especially to the 
presence of gamma globulin. In the urine of a 
third patient whose renal insufficiency is pro- 
gressing much more slowly, gamma globulin is 
present in much lower proportion, and the 
urine of the patient with lipoid nephrosis 
and normal renal function contains gamma 
globulin in still smaller proportions. Since 
gamma globulin is the fraction most easily pre- 






Figs. 1 (top) and 2 (bottom) 


Kidney of patient Q (Tables 1 and 2) showing coagulated protein obstructing 
tubules, and under the visceral layer of epithelium in the glomeruli. 
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cipitated by any of the usual protein precipi- 
tants, it might be expected that the concen- 
tration of this protein would be especially con- 
cerned in precipitation within the kidney. 

Practically all of the protein in the urine of 
the patient with multiple myeloma, which varied 
from 0.475 to 0.744 grams per cent during a 
period of four months, behaved electrophoret- 
ically like a beta globulin; and by the fractiona- 
tion and Kjeldahl method of anaylsis, too, nearly 
all of the Bence-Jones protein was precipitated 
with the globulin fraction. 


No fibrinogen could be demonstrated in any 
of the specimens by electrophoretic examination. 
This is of interest since in our pre- 
vious studies it was found that in 
cases of nephrotic nephritis most 
of the protein which collected in 
the kidneys differed from fibrin 
both in appearance and in loca- 
tion within the glomeruli (Figs 
Jand 2). 


SUMMARY 


The relative percentage of glo- 
bulin in samples of a series of 
twenty-four hour specimens of 
nephritic urine was determined by 
the Kjeldahl and by the electro- 
phoretic moving boundary method 
of Tiselius. The concentration 
of total protein in the specimens 
varied from 0.450 to 3.45 grams 
per cent. The results obtained by 
the two methods agreed closely. 

In the present small series of 
electrophoretic determinations the 
concentration of gamma globulin 
in particular was high in urine of 
patients whose renal insufficiency 
was progressing rapidly, and the 
same fraction was very low in urine 
of a patient with chronic lipoid 
nephrosis and normal renal func- 
tion. 

The absence of demonstrable 
quantities of fibrinogen in the 
urine of the patients with pro- 
gressing nephrotic nephritis tends 
to confirm our previous conclu- 
sion that the hyaline materials 
which collect in glomeruli and 
tubules of these cases are proba- 
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bly derived from globulins other than fibrino- 
gen. 

The Bence-Jones protein in the urine of a pa- 
tient with multiple myeloma and renal insuf- 
ficiency behaved electrophoretically like a beta 
globulin. 





We are indebted to Mr. Edward Leszczynski for as- 
sistance in electrophoretic analyses. 
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PROSTATIC CANCER: AN EVALUATION 
OF TREATMENT BY CASTRATION* 


By Ernest Rupert, M.D.*+ 
Indianapolis, Indiana 


The control of malignant new growths has 
been thought to lie in the excision or destruc- 
tion of all the cells that have malignant prop- 
erties. All of us, I think, have subscribed to 
that belief, but we accepted it with the reality 
that too often we were confronted with bounds 
we could not pass. In that group with its re- 
strictions, fell the cancers of the prostate though 
now and then lesions of that organ have been 
found early enough to be excised. If I have 
found more than a very few in that “early” state, 
my judgment has betrayed me and as a conse- 
quence, I am in no position to comment on the 
excellent results reported by some surgeons. 

Indeed, from Thompson and Emmett’s opinion 
it would appear that complete extirpation is 
rarely possible because all investigators who have 
made postmortem studies of cancer of the pros- 
tate submit evidence that metastases and in- 
vasion of structures beyond the prostate are 
likely to occur early in the course of the disease 
even in cases in which the primary lesion is 





*Read in Section on Urology, Southern Medical Association, 
Thirty-Sixth Annual Meeting, Richmond, Virginia, November 
10-12, 1942. 

tIndiana University School of Medicine. 

With the assistance of Clyde G. Culbertson, M.D., Director 
of Laboratories, Indiana University Medical Center. 
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small.!. The futility of much hope from any lo- 
cal treatment is, therefore, apparent. When some 
years ago we tried radon implantations into the 
prostate these early metastases may have been 
one reason for our disappointing results. In the 
large majority of cases, therefore, there has been 
that element of hopelessness that challenged us 
to do something, anything, to improve their lot. 

To a considerable extent, that challenge is 
being met. Evidence is accumulating and now 
seems adequate to indicate that the carcinoma- 
tous cells of prostatic origin differ histologically 
from other proliferating malignant cells in that 
those of the prostate often, at least, are adult 
in type while the others are embryonic. Such a 
finding, in itself, is not remarkable; but when 
considered with the evidence that these adult 
type cells need, and probably must have, male 
sex hormone for their growth, that finding could 
be significant. Proof of the thesis that prostatic 
cancer cells are adult is based on the knowledge 
that prostatic cells, at puberty, undergo a cu- 
rious change: they become rich in an enzyme 
known as acid phosphatase; whereas, before, the 
acid phosphatase had been relatively absent. 

This was found by Gutman and Gutman,? who 
observed that the enzyme could be detected in 
only minute quantities until puberty, when it ap- 
peared in abundance. The presence in the adult 
tissue was reported earlier by Kutscher and 
Wolbergs.* 

Furthermore, by a staining process, it can be 
shown that normal adult gland cells, together 
with carcinomatous cells in the gland and out 
of it, are rich in acid phosphatase. Should the 
dissemination of cancer cells reach a proportion 
of invading bony structures, there is a tendency 
toward an elevation, from the normal, of the 
blood serum level of the enzyme. 


The presence of an elevated acid phosphatase 
in the serum is due to neoplastic invasion of 
lymph or blood channels with escape of the 
enzyme into the circulating fluids.‘ (With an 
elevated serum level there is no corresponding 
elevated amount in the cerebrospinal or hydro- 
cele fluid) .® 

The normal serum level was found by Robin- 
son, Gutman and Gutman‘ to be below 3 units, 
while Huggins and Hodges found the range to 
be 3.25+1.37.5 Both of these investigators used 
the King-Armstrong method of determining the 
results. They consider a distinct elevation of the 
acid phosphatase in the blood stream as a posi- 
tive indication of dissemination of prostatic can- 
cer. It does not follow, however, that all dis- 
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seminating prostatic cancers will show an in- 
crease in the serum level. Like many serologic 
tests, a positive, that is, a definite increase in 
serum acid phosphatase, means all that it im- 
plies; a negative, or no increase, is suggestive 
of no bony invasion, but not proof of it. 

If we should utilize this laboratory informa- 
tion with clinical observations in our attempts 
to control prostatic cancer and should find en- 
couraging results, we might accomplish some- 
thing. This has been done. Let us go back 
to an old observation made by Hunter, in 1786, 
(quoted by Vidgoff)* who noted that: 


“The prostate and Cowper’s glands, and those of the 
urethra, which in the perfect males are soft and bulky 
with a secretion salt to the taste, in the castrated ani- 
mal are small, flabby, tough and ligamentous and have 
little secretion.” 


(White® in 1893 and Cabot® in 1896 both dis- 
cussed the possibilities of performing castration 
for prostatic obstructions). Huggins and Ste- 
vens® only recently confirmed this old observation 
that a prostate shrinks following castration; fur- 
thermore, that shrinkage may be expected in 
malignant as well as benign hyperplastic cells. 
And why not? They are of similar origin. With 
the atrophy of the prostate there is a concomitant 
decrease of an elevated serum acid phosphatase 
to normal in most instances. This then becomes 
our laboratory guide as to the effectiveness of 
our operation. Evidence is ample to conclude 
that these end results of castration are caused 
by the elimination of androgenic substance nor- 
mally released by the interstitial cells of the 
testes; and, further, that the spermatogenic 
structures play no part in the changes that here 
hold our interest. Huggins has repeatedly ex- 
pressed this view. 

There is another method by which similar 
results may be obtained: instead of eliminating 
the androgens, inactivate them with estrogens. 
There is a place for such a method, but, in my 
opinion, it is limited. For example, when the 
clinical results are not encouraging or for some 
reason the serum acid phosphatase level will not 
fall to normal after castration, stilbestrol may 
depress the level to some extent so long as it 
is given, but no longer. It can, therefore, serve 
as a useful adjuvant. When the serum level 
of acid phosphatase fails to fall to normal after 
castration we may suspect that some other loci 
are producing the enzyme or that the malignancy 
is of the undifferentiated type. 

Both androsterone and progesterone have been 
isolated from adrenals by Reichstein’® and 
Green, Burrill and Ivy’! have established the 
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androgenicity of these two compounds. There 
are perhaps other similar substances. Since the 
adrenals in the absence of gonads in the imma- 
ture rat will maintain the neutral prostate in 
a normal or nearly normal condition, but lose 
that power after a certain age, is it not possible 
that, at that certain age, the testes take over, 
thereby leaving no need for the production of 
androgens by the adrenals? And by the same 
token, might there not be an occasional im- 
balance in the complex system of androgen pro- 
ductions? Could the adrenals even develop com- 
pensatory powers? 

Stilbestrol could, perhaps should, be utilized 
in the very aged and in those who refuse to 
submit to castration. Its use, however, is not 
without some risks. 

The administration of stilbestrol in 1 mg. 
doses daily over a period of two months has 
produced, in our cases, distinct breast changes, 
pain and lumps, in four of eight patients. One 
complained of pain and swelling in thirty days. 
Other observers have found similar effects. Such 
discomforts necessitate the discontinuance of the 
estrogens and Huggins has shown that a serum 
level that has been depressed by estrogens will 
rise as soon as they are withdrawn, thereby in- 
dicating a reactivation of the malignant cells. 
Shimkin and Grady’ found mammary carci- 
nomas in mice following the oral administration 
of stilbestrol, and the literature contains many 
arresting reports, such as squamous metaplasia 
of the prostate; a definite carcinogenic effect 
in animals; pituitary tumors, carcinoma of the 
breast in male mice; interstitial cell tumors of 
the testes; sarcoma at the site of local injection, 
resulting from large doses of estrogens. The use 
in any amounts, therefore, suggests that caution 
be exercised. 

Upon these several premises we have proceeded 
to treat prostatic cancer by testicular excision. 


In Mr. S. E., L X59656 D, sections of the prostatic 
tissue removed before castration show considerable 
shrinkage due to acetone fixation, but many of the pieces 
removed show definite malignant hyperplasia of the 
prostatic epithelium with infiltration of the surrounding 
fibromuscular stroma. The tumor cells are arranged in 
irregular gland-like fashion and the individual cells 
show quite marked variation and hyperchromatism. 


Sections of the prostatic tissue obtained 6 days after 
castration show a lack of recognizable intact prostatic 
acini and likewise a lack of intact tumor cells. We see 
what appears to be epithelial remnants of these struc- 
tures often surrounding a number of corpora amylacea, 
but the cells are completely degenerated and are beyond 
recognition, as either normal or cancer cells. Numerous 
areas appear in the fibromuscular stroma which appear 
to be undergoing recent fibrosis and round cell infiltra- 
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tion. They could be the former site of tumor cells which 
have degenerated and disappeared since the castration. 
These findings, we believe, are not due to proximity of 
the tissues to electrocoagulation as they appear rather 
deep in the tissue, rather than on the surface of the 
pieces. One could not, however, state with certainty 
that the first resection of prostatic tissue had not re- 
sulted in injury to some of the remaining tissue. All of 
the changes of dezeneration seen in tissue from the 
second resection, cannot certainly be considered purely 
degenerative, due to the lack of testicular hormone. 


The number in the group surveyed might make 
the results statistically not significant, but when 
compared with the controls, the clinical results 
become suggestive, if not impressive. Never- 
theless, when the results in this number are 
added to those of other observers they become 
more remarkable. 

As controls, I submit the generally recognized 
opinion that cancer of the prostate is an irre- 
versibly destructive lesion; that, other than by 
opiates or possibly x-ray, relief from painful 
metastases is impossible. Therefore, any im- 
provement in the control of pain or a retarda- 
tion of the growth would be welcome, but the 
maximum benefit obtainable should be the goal. 
We believe that testicular excision offers it. 

In this group, twenty-six patients had testic- 
ular excisions, eight others received stilbestrol. 
The patients were mostly white; two were col- 
ored. Their average age was 72 with the 
youngest 62, the eldest 85. Their symptoms 
varied from that of mild prostatism to intoler- 
able pains, complete retention, and continual 
hemorrhage. The more debilitated patients 
presented the objective signs of anemia, bladder 
infection, and nitrogen retention. With one ex- 
ception, every patient had a definitely fixed, 
nodular, or flat prostate. When there was any 
doubt as to the true nature of the hardness, 
the chemical and roentgenological laboratory 
studies were made, but the gland was treated 
and observed as one having inflammatory in- 
duration only, until judged otherwise. One-third 
of the cases was resected and examination of 
the prostatic tissue confirmed the diagnosis. It 
was in one of these that we first discovered 
or suspected the malignancy. 

Roentgenographic studies of the bony pelvis, 
including the spine and upper portions of the 
femurs, were made on every patient. On some, 
additional roentgenographic studies were made. 


In the serum phosphatase determinations, the 
King-Armstrong method was used after discard- 
ing the Bodanski technic. It was discarded be- 
cause it seemed less reliable. 

We had only two instances where the serum 
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acid phosphatase was elevated significantly with- 
out demonstrable bony invasion. Of these, one 
had bilateral weakness and pains in the legs. 
The other had intense pain in, and atrophy of, 
the left thigh beginning four months previously. 
In this latter case with a serum acid phosphatase 
of 54 at one examination and 39 units the next 
(a control blood gave a figure of only 1.5) the 
level fell to 6.6 in 20 days. The acid phos- 
phatase was not elevated significantly in ten 
instances; was elevated in twelve. The alkaline 
phosphatase was within normal limits in ten; 
was above in ten. The highest was 122 units. 
We felt too uncertain about our studies meas- 
ured in Bodanski units to include them. 

When we were convinced that a patient had 
prostatic cancer he was placed on‘specific treat- 
ment. X-ray, radon, and prostatic excision were 
discarded in favor of what appeared to hold 
more promise. When stilbestrol was given, the 
daily amount was 1 mg., orally, though one pa- 
tient had been given, by another physician, 5 mg. 
daily for four months with no apparent change 
in a large nodular prostate. When he, with 
gross hematuria, came to our attention we ex- 
cised the testicles. As was mentioned pre- 
viously, in four cases we had to discontinue stil- 
bestrol in sixty days because of painful breasts. 
The chemical was then given intermittently. 

I was more impressed by Dr. Huggins’ suc- 
cess, and in July, 1941, made my first testicu- 
lar excision. It is a simple procedure and re- 
quires but a few minutes. We make a mid- 
line, anterior scrotal incision, express the tes- 
ticles one at a time, strip the coverings, incise 
the tunica and dissect away the epididymides. 
The few bleeding points are ligated before re- 
placing the epididymides in the sacs which are 
lightly closed with a running suture. The skin is 
closed with or without a drain and a Collings 
(adhesive) splint finally holds the scrotum se- 
curely. Sodium ethylthiobarbiturate has been 
the anesthetic of choice. 


The results of the resections may be consid- 
ered under several headings: first the deaths: 3. 
A man, 80, a severe diabetic, died 11 days after 
operation in diabetic coma. The anatomical 
diagnosis was, among other items, metastatic 
cancer of the liver, pancreas, and pelvic bones. 
It is probable that the operative interference 
precipitated the diabetic crisis. Another man 
who previously had been taking morphine in 
great quantities, got relief from pain imme- 
diately after the operation, but later, it was re- 
ported, committed suicide. The third died seven 
months postoperatively of “uremia and cardio- 
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vascular-renal disease.” The last two cases had 
no anatomical diagnoses. 

All the others are living. Of these, two got 
immediate relief by orchidectomy, but after 
six to twelve months their disability has re- 
turned and their metastases are progressing. 
These patients are now taking stilbestrol. 

The most amazing response to the operation 
has been the relief from pain. It was prompt 
and complete in every patient except one. Such 
a response differs sharply from the results ob- 





Fig. 1 


Osteoblastic metastatic lesion of proximal end of left femur. 
June 24, 1941. 





Fig. 2 


Photograph of same bony structures shown in Fig. 1 show- 
ing decrease in density of lesion. August 1, 1942. 
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tained by using stilbestrol which, in my ex- 
perience, has produced a delayed action. To 
see patients barely able to walk or straighten 
up before operation shake their legs and bend 
their backs with no discomfort whatsoever within 
24 to 48 hours afterward is indeed amazing. Yet 
we saw it. One such patient has been free from 
pain nine months, weighs 205, has no disability. 
Others have been comfortable since the begin- 
ning of this series, July, 1941. 

Another case worth relating is that of a patient who 
had bleeding from the bladder and complete retention 
for one year while taking stilbestrol and refusing tes- 
ticular excision. In that year he had no regression in 
the size of the gland, no improvement in his obstruc- 
tion, no decrease in blood loss. He did get painful 
lumps in both breasts. Finally, in April of this year 
the clots in the bladder alarmed him enough to sub 
mit to orchidectomy, but not to prostatic resection. 
Since then he has had no bleeding, the right lobe of 
the prostate is soft, the left somewhat so; he has gained 
weight from 90 to 110, has no discomfort, and empties 
his bladder normally. 


Let me tell of a patient who had no bladder 
infection, or residual urine, but had a diuria of 
eight to ten times and a nocturia of ten to fifteen 
times. The second night following the excision 
of the testicles he slept from 9:00 to 5:00. The 
next night from 9:00 to 6:00. Such an early 
response would support the belief that the an- 





Fig. 3 
The inferior rami of the right ischium show changes 
resembling secondary malignancy. January 3, 1942. 
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Fig. 4 
Re-examination of the pelvis reveals a marked improve- 
ment in the appearance of the osteoblastic changes of the 


superior and inferior rami of the right ischium. The 
osteoblastic infiltrations have largely resolved in both of 
these bones so that recognition of them would be ex- 
tremely difficult if the past examination could not be 
referred to. V-24-A-* (regression after therapy). Septem- 
ber 3, 1942. 


drogens are rapidly expended and have no ef- 
fective cumulative action. 

To investigate this phase further, studies were 
made histologically on sections of prostatic can- 
cer removed by a cutting edge (Thompson re- 
sectoscope) immediately before the testicular ex- 
cision, and these were compared with sections 
removed five days later. 

These immediate reactions, relief from pain, 
relief in bladder neck irritation and production 
of atrophy of prostatic cancer cells hold our at- 
tention. But so do the later results. Usually 
the prostatic atrophy becomes palpably notice- 
able in four months, reaches a state of fixed, 
smooth concavity in eight, and the gland dis- 
appears in a year. To feel for a prostate and 
find it gone, nothing there except pubic rami, 
gives one a sensation to be remembered. 

As was mentioned earlier in this report, two 
patients show progressive changes in their bony 
lesions. In the others no noteworthy changes 
in the bone have been observed except in two 
instances (Figs. 1,2,3,4). One is an osteo- 
clastic invasion, the other osteoblastic. In the 
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pelvis the change has occurred in nine months, 
in the femur in fifteen. 

With al! these objective findings how does 
the patient feel about it? He has no pain, gets 
about well, may have some short “hot flashes,” 
is not eunuchoid in appearance, and is in good 
health. Not one has regretted having had the 
operation. 


SUMMARY 


This survey presents the clinical results in 
the treatment of 26 cases of prostatic cancer 
by testicular excision, with a brief summary of 
the rationale of such treatment. 
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DISCUSSION (Abstract) 


Dr. Ray M. Bobbitt, Huntington, W. Va.—We have 
all seen miracles happen following orchidectomy for 
carcinoma of the prostate gland, and the scientific mind 
immediately asks why? Is it permanent? What are 
the final results, and what place does stilbestrol play 
in the follow-up treatment? Dr. Rupel’s study regard- 
ing the adult type of prostate cancer cells,. their pro- 
duction of acid phosphatase, and the known effect of 
the testicular hormone on all prostate cells is certainly 
plausible, and one must be interested in the possi- 
bility of compensatory action of the remainder of the 
glands of internal secretion, particularly the supra- 
renal. However, many of us have seen sections of 
prostatic cancer, the cells of which are histologically 
embryonic, and these cells cannot be classed as adult 
because they contain acid phosphatase. One cannot 
call the cells of malignant epithelioma adult, because 
they produce gonadotrophic hormones. The normal 
skin contains melanin and a melanosarcoma often con- 
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tains excessive melanin even though the cells are very 
immature. I still feel that we must classify prostatic 
carcinoma as a true carcinoma, although in most cases 
the cells are more of the adult type. We have not 
used stilbestrol without orchidectomy, but can under- 
stand the reported poor results because of the im- 
possibility of computing the dosage to combat an un- 
known quantity of testicular hormone. Recent work 
done in many places advises us that much larger doses 
of stilbestrol may be used with better results, and no 
bad effects, if it is given after the evening meal in the 
enseal form, preferably with milk. 

We have treated 38 cases by orchidectomy since 
June of 1941, all but one of which had transurethral 
resection done before or at the time. Fourteen of 
these cases showed demonstrable metastasis, and 12 
were followed by administration of stilbestrol, but none 
of them more than 2 mgs. daily. Only three of these 
cases failed to improve, one case was advanced, with 
serious damage of both kidneys and died in six weeks 
from uremia. The second developed generalized metas- 
tasis several months later and we are trying large 
doses of stilbestrol now; the third had bone metastasis, 
did not improve, and after six weeks disappeared 
from our service before stilbestrol could be tried. A 
report of the so far successful results would be a 
repetition of the reports of others. We have been 
amazed to see advanced cases with bone and lung 
metastasis, some of them nearly moribund, show re- 
markable improvement. 

We have noted no difference in response to orchid- 
ectomy in the different pathologic grades. We have 
been impressed that our prostatic cancer patients fol- 
lowing transurethral resections and orchidectomy, have 
a better postoperative convalescence than do benign 
cases following resection. 


Dr. Hugh H. Young, Baltimore, Md.—The resurrec- 
tion of the operation of castration for prostatic cases 
is one of the most interesting recent developments. 
White’s historic paper in 1892 created a great sensation 
and hundreds of testes were removed during the next 
decade. A good many patients were operated upon 
by this method at the Johns Hopkins Hospital. Nearly 
all of these were cases of benign enlargement of the 
prostate, but among them there were two cases of 
carcinoma which I discussed in a paper on that sub- 
ject. Randall recently has reported 5 cases in which 
he carried out castration 7, 8 and 9 years ago in the 
hope of influencing inoperable carcinoma of the pros- 
tate, following the use of oophorectomy in the treat- 
ment of carcinoma of the breast. The number of his 
cases was too few to draw any positive deductions. 
The papers by Munger, who advised the use of x-ray 
of the testes in cases of carcinoma of the prostate, and 
by Huggins, who used castration for the same pur- 
pose, have excited a great deal of interest and have 
been followed by widespread attack upon the testicles 
in malignant disease of the prostate. We have had 
about 100 cases in which we have carried out gen- 
erally a subcapsular removal of the gland tissue of 
the testes, instead of complete orchidectomy, and the 
results obtained in some cases have truly been re- 
markable. There is no doubt that amazing disap- 
pearance of pain, improvement in voiding and in the 
general condition of the patient often follow these 
simple operations in cases too far advanced for hope 
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of cure by radical operation. It seems advisable to 
me, generally, to carry out orchidectomy instead of a 
transurethral resection to see whether orchidectomy will 
obviate the latter operation and remove the obstruc- 
tion as well as the pain in the back and hips. An- 
other remarkable effect of the gonadal extirpation has 
been in cases of recurrence following the radical op- 
eration for carcinoma of the prostate. We have had 
cases in which extensive recurrences have been mark- 
edly reduced by orchidectomy. 

We, too, have been carrying out intensive studies of 
the phosphatases. The findings are interesting, but so 
far of no great assistance in diagnosis, 

Of course, the most important thing is to teach the 
medical profession to be very suspicious of hard 
nodules in the prostate, even if they are small, and to 
insist on an early perineal operation, biopsy, and, if 
the lesion is proved to be carcinomatous, the radical 
operation by which a large percentage of these cases 
undoubtedly can be cured. By improvements in tech- 
nic, incontinence has been almost completely eliminated 
and the mortality is very little larger than simple 
prostatectomy. We recently have had 53 consecutive 
cases without a death in which we removed the en- 
tire prostate with its capsule, the neck of the bladder 
and both seminal vesicles. With early diagnosis and 
radical operation, there is really great hope for patients 
with carcinoma of the prostate. 


Dr. Rupel (closing) —In answer to Dr. Wade’s ques- 
tion concerning the difficulty in obtaining the pa- 
tient’s or hospital’s permission to perform the opera- 
tion for testicular excision: we have had little or no 
trouble. The patient is told that the prostatic growth, 
if unchecked, will lead to most serious consequences 
and that the corrective measures we propose are actually 
simple. 





REFERRED PELVIC PAIN* 


By Witttam F. MENceERT, M.D. 
Iowa City, Iowa 


The symptomatology of gynecology is rela- 
tively meager, and includes pelvic pain, bleeding 


and functional disturbance. Pain is the most 
common and undoubtedly drives patients to seek 
relief more surely and with less delay than other 
symptoms. The character of the pain, its site, 
its timing with relation to menstruation, its re- 
lationship to other symptoms, and above all to 
the physical findings are therefore essential to 
a correct diagnosis. 

In a random selection of 3,096 records of 
women more than 15 years of age Mussey’® 
found 500, or 16.1 per cent, with complaints of 


*Read in Section on Gynecology, Southern Medical Associa- 
tion, Thirty-Sixth Annual Meeting, Richmond, Virginia, Novem- 
ber 10-12, 1942. 

*From the Department of Obstetrics and Gynecology, the State 
University of Towa. 
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pelvic pain. Gynecologic disease which might 
have produced pain was found in 74.4 per cent. 
On the other hand, non-gynecologic disease pre- 
sumably causing pelvic pain was determined in 
81.6 per cent. Although the sum is not 100 per 
cent because there were more diagnoses than pa- 
tients, the figures indicate that many of the 500 
women complaining of pelvic pain did not have 
demonstrable gynecologic disease. 

Pelvic pain, therefore, may be divided into 
two main groups: (1) that originating from geni- 
tal lesions readily recognized objectively, and 
(2) that occurring in women whose pelvic or- 
gans are normal. These two groups might con- 
veniently be termed “pain of intra- and extra- 
genital origin.” There should, of course, be 
added a third group, “pelvic neuroses.” 

It is my purpose to discuss extragenital pain, 
and especially to direct attention to a lesion 
which is thought frequently to be etiologic. 

It may be well to discuss: (a) the mechanisms 
by which intrapelvic lesions induce pain, and 
(b) the nervous pathways by which the sensa- 
tions are brought to consciousness. 

Generally, the pathologic conditions respon- 
sible for pelvic pain are similar to those causing 
pain elsewhere in the abdomen, and _ include: 
peritoneal irritation, traction on the peritoneum, 
distention of a viscus or of a tissue space, pres- 
sure, spasm, and rupture of a viscus. 

Peritoneal irritation may be associated with 
localized or generalized infection, or may result 
from irritating substances. Localized infec- 
tions can occur in fibromyomas or ovarian cysts 
and with acute inflammations such as salpingitis, 
cellulitis and abscesses due to the gonococcus. 
pneumococcus and tubercle bacillus, or resulting 
from obstetric episodes. Irritation may follow 
extrusion of the contents of a ruptured viscus, 
or hemorrhage from a ruptured follicle or extra- 
uterine pregnancy. The peritoneum of a gan- 
grenous tumor with a recently twisted pedicle 
may become sufficiently irritated to produce 
pain. 

Traction is most commonly seen in genital 
prolapse, where the downward drag of the geni- 
talia on their supporting structures is evidenced. 
Traction on intestines or the parietal peritoneum 
may sometimes occur through adhesive bands. 
More rarely, backache may be caused by trac- 
tion from chronic inflammation of the sacro- 
uterine ligaments resulting from cervical infec- 
tions. Pain resulting from torsion of a tumor 
pedicle may also represent a form of traction. 


Rapid distention of an enclosed space may 





cause pain, while slow filling permits a relatively 
painless hypertrophy. Thus, acute retention of 
urine results in pain, while the slow enlargement 
of an ovarian cyst does not. On the other 
hand, the distention following sudden bleeding 
into a previously asymptomatic tumor after tor- 
sion of its pedicle undoubtedly causes acute pain. 
The unilateral pain of unruptured tubal preg- 
nancy may be caused by tubal distention. Sud- 
den separation of the leaves of the broad liga- 
ment with blood, and the periodic, although less 
acute, distention of ectopic endometrium in en- 
dometriosis are further examples of this 
mechanism. 

A growing tumor, incarcerated in the pelvis, 
may produce pressure pain, as may small uterine 
fibromyomas, strategically situated. Non-adher- 
ent cysts and pedunculated fibromyomas, how- 
ever, commonly rise from the pelvis with growth 
and may obtain huge proportions without causing 
more than mild sensations of weight and pres- 
sure. It is extremely doubtful that the freely 
movable, normally sized, retroverted uterus con- 
tributes much, if any, pressure pain. It is also 
difficult to believe that a normal uterus in the 
semi-fluid medium of the pelvic cavity can exert 
any significant gravitational effect on adjacent 
structures. If the retroflexioverted uterus is 
responsible for pain, the mechanism is undoubt- 
edly other than pressure. 

Examples of spasm of a viscus as a cause of 
pain include: the bladder in acute cystitis, spastic 
colitis, the uterus in parturition and perhaps in 
certain types of dysmenorrhea. 

Lancinating pain may result from visceral 
tears as with the rupture of the parturient uterus 
and the pregnant fallopian tube. 

The nervous pathways by which sensations 
originating in the pelvis are brought to con- 
sciousness as pain have been extensively studied 
by many and recently by Mussey,2*?® Wilson 
and Mussey,”® Steindler and Luck,”® Pitkin and 
Pheasant” and others. Briefly:*° 

“The pelvic viscera are supplied by the sympathetic 
fibers from the hypogastric (presacral) plexus, with 
the exception of the ovary and the upper part of the 
broad ligament which are supplied by similar fibers 
accompanying the ovarian artery by way of the aortic 
plexus. The somatic innervation consists of the pudendal 
nerves and branches from the anterior and posterior 
rami of the spinal nerves which supply the perineal 
structures and abdominal parietes respectively. The 
sacral autonomic outflow (parasympathetic) con- 
tributes the nervi erigentes to the pelvic viscera. The 
functions of the parasympathetic system are physiologi- 
cally the direct opposite of those of the sympathetic 
system. Anatomically and physiologically the auto- 
nomic nervous system is divided into the thoracolumbar 
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(sympathetic) and cervicosacral (parasympathetic) out- 
flow. Investigation of visceral pain has been concerned 
mostly with the function of nerve fibers found in the 
sympathetic outflow; the exact sensory function of the 
parasympathetic outflow seemingly has not been fully 
determined.” 

With this brief review of the mechanisms and 
nervous pathways by which pelvic sensations 
originating in concrete and well defined entities 
are brought to consciousness, we may dismiss 
the subject of pain of intrapelvic origin and 
consider pelvic pain in women with normal geni- 
talia. It has been customary to regard all pain 
between the perineum and umbilicus of women 
as originating in the generative organs, espe- 
cially if it appears with, or is exacerbated during 
menstruation. It matters little if pelvic examina- 
tion reveals anatomically normal structures, since 
the idea is firmly ingrained that pelvic pain is 
genital pain. If no well defined disease is ap- 
parent, we have not hesitated to invent a nosology 
upon which to base therapeusis. 

It is of interest to delve briefly into the past 
and recall various concepts which have been ad- 
vanced to explain pelvic pain in the absence of 
gross disease. The Transactions of the American 
Gynecological Society from the organization year 
in 1876 through 1905 were read. Ovariectomy 
was in its heyday by 1876. It is recommended‘ * 
for cure of insanity, epilepsy and especially, 
“in cases of long protracted physical and mental suf- 
fering, dependent upon monthly nervous or vascular 
perturbations which have resisted persistently all other 
means of cure.” 


The second of this author’s cases is sufficiently 
characteristic of extragenital pain to warrant 
quotation: 


“Case 2.—One ovary removed, married; aged 32; one 
child, 5 years old; no miscarriage. She had suffered 
much since the birth of her child with neuralgia of 
the left ovary, the organ was much enlarged, sensitive 
to the touch, and the pain unrelieved by treatment. 
The ovary was removed by incision into Douglass’ 
pouch and a ligature left upon the pedicle, the end 
hanging out of the vagina. The ovary was found to 
be greatly enlarged and in a state of cystic degenera- 
tion. Result: she experienced a gratifying relief from 
pain for a time, but it subsequently appeared in the 
right ovary, which is now enlarging and becoming 
more and more a source of suffering. It is now in 
contemplation to remove the remaining ovary by a 
second operation.” 


In Volume 4, 18791" the symptoms of prolapse 
of one or both normal ovaries are given as 2 


“dragging sensation in each groin and down the thighs, 
some bearing down and weight in the pelvis, sacralgia, 
pain in either hip, slight radiating neuralgic pains in 
the groins or thighs; a numb, sickening pain during 
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coition and difficult defecation, owing, of course. to 
direct pressure on the ovary” * * * “The general symp- 
toms are an excess of irritability, of ‘nervousness’ similar 
to that usually occurring during the menstrual period.” 

By 1886, unrelieved groin pain after bilateral 
ovariectomy was being explained by “fibrinous 
deposits and cicatrices in the pelvis.”” The sur- 
gical treatment of retroversion began to receive 
attention about 1887 and during the ensuing 10 
to 15 years discussions concerned especially the 
technical aspects of suspension operations. 

The operative fervor began to cool when the 
pathologist was unable to corroborate the ex- 
istence of disease in extirpated organs. By 1902, 
the conservative note was sounded by Edward 
W. Jenks:!? 

“The eclat of surgical operations put conservatism in 
the background, and recoveries from operation were 
counted as cures, but the many neurasthenic, insane, 
and utterly miserable women, needlessly or too much 
operated upon, even yet continue to afford abundant 
evidence that recovery and cure are not synonymous 
terms.” 

On the other hand, the following statement by 
another author’ appears in the same volume: 

“I do not consider any woman in a perfect state of 
health who goes about with her womb out of position. 
A disturbance of some kind will sooner or later make 
its appearance.” 

The question of the symptoms which may arise 
from an uncomplicated uterine retroversion re- 
mains unsettled today, although the advocates of 
surgical therapy are on the defensive. It is 
therefore, refreshing to find Montgomery’® say- 
ing in 1905: 

“The mere existence of a uterine displacement must 
not be considered an indication for treatment, for 
uncomplicated displacements do not cause symptoms.” 

Throughout the foregoing review the same 
thread is apparent, namely: the tendency to 
find lesions to explain symptoms. Today, the 
tendency veers toward explanation of pelvic pain 
of extragenital origin in terms of trauma, abnor- 
mal motility and static stresses and strains about 
and above the bony pelvic girdle, !* 5% 11 15 2°- 
*3 27 and of myositis, myofascitis and fibrositis.™ 
The remainder of this discussion will concern 
sacro-iliac relaxation and strain, an entity which 
is believed to explain much of the pelvic pain 
of extragenital origin. 

Sacro-iliac, as well as symphyseal, relaxation 
was known in antiquity. More recently it was 
recognized that the condition might cause pelvic 
pain. Thus, in 1870 Snelling,” said: 


“How often is the uterus regarded as the source of the 
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pain, when the lesion is precisely located in the pelvic 
articulations.” 

Goldthwait and Osgood, in 1905, recognized: 

“There is no relation between the degree of relaxation 
and the severity of the symptoms, which range from 
slight pains referred to the symphysis pubis or the 
sacroiliac region, to pain throughout the entire pelvis 
and down the thighs, with unsteadiness of gait or even 
complete disability.” 


Meisenbach,"* in 1911, says: 


“It is surprising to see how many of these cases are 
connected with chronic uterine and pelvic congestion 
or disease which has not been relieved by gynecological 
interference. * * * We must not forget in considering 
the gynecological aspect of the malady, the close prox- 
imity of the inner aspect of the sacro-iliac joints to 
the pelvic viscera.” 

The sacro-iliac is a true arthrosis with hyaline 
articular cartilage, synovial membrane and a 
capsule. Pitkin and Pheasant”! believe it is a 
diarthrosis with motion in all directions. Among 
144 normal males they found the average total 
antagonistic motility of the two ilia to be 11 de- 
grees, with extremes of 3 and 19. In patients 
with sacro-iliac pain this average motility was 
increased 33 per cent. They felt that abnormal 
sacro-iliac motility was not only a regular con- 
comitant, but also a potent cause of the abnormal 
ligamentous tension producing the typical pain 
syndrome. Gray® also feels that pain is not 
caused by slipping or subluxation of the joint, 
but rather by impaction or locking at one ex- 
treme of its motion. Bankart* believes that the 
sacro-iliac joint can be strained or sprained like 
any other joint if motion is forced beyond the 
normal range. In other words, a few fibers of 
a ligament are separated or torn, followed by 
the usual posttraumatic inflammation which 
ends either in complete resolution or in scarring. 
Chronic strain may ensue, either from formation 
of sensitive adhesions with synovitis, or may de- 
velop de novo with postural! deficiency. Steind- 
ler®* says that no matter where they occur strains 
and tears of the tendinous and periosteal attach- 
ments of muscles manifest themselves by iden- 
tical signs; a distinct and sharply defined pres- 
sure point; a certain attitude of relief, involun- 
tarily assumed to prevent further strain; and the 
tendency of the injured structures to respond 
favorably to immobilization. 


Because the female pelvis is less rugged than 
the male, relaxations are more common in women. 
On the other hand, male sacro-iliac disease tends 
to be more severe. The motility of the pelvic 
joints is increased during pregnancy’ 2° € § 9 10- 
15 21-23 27 heginning sometime during the first and 
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in general, reaching its maximum during the 
early part of the third trimester. Actual meas- 
urements of a menstrual and premenstrual in- 
crease are lacking, but most authors agree that 
symptoms of abnormal motility appear, or are 
exacerbated then. Increase of motility during 
menstruation and pregnancy is undoubtedly un- 
der hormonal control, but the exact mechanism is 
not known. Hisaw” believes that relaxin, ob- 
tained from the corpora lutea of the sow, acting 
in a “one-two” synergistic relationship with 
estrogen, is responsible for the ligamentous re- 
laxation of the guinea pig pelvis. 

It is now generally accepted that the over- 
whelming majority of backaches and sciaticas 
during pregnancy are due to pelvic girdle relaxa- 
tion. Less well established is the relationship 
between relaxation and lower quadrant abdom- 
inal pain. My attention was directed to this 
some years ago when strapping of the back of 
a pregnant woman relieved annoying bilateral 
anterior pain. Reasoning that similar condi- 
tions might prevail in non-pregnant women, I 
began to examine backs in cases of extragenital 
pelvic pain. 

Sacro-iliac strain may involve either sudden 
trauma or long-continued postural defect. Trauma 
need not be severe; a misstep or twisting motion 
being sufficient to cause the joint to exceed its 
normal range of motion. This is especially true 
if the body is caught in an unguarded moment 
of relative muscular relaxation, as when the 
trunk is bent forward at a right angle and a 
child swings his weight off the floor while em- 
bracing the parental victim. The relaxation 
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Fig. 1 
Diagram showing relation between course of the femoral 
and sciatic nerves and the sacro-iliac joint. 
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of general anesthesia with the patient recum- 
bent, and especially in lithotomy position, is a 
well-recognized etiologic factor. Chronic relaxa- 
tions associated with poor physique and fatigue 
are common in women and are exacerbated with 
the menses. 

The symptoms of pelvic girdle relaxation and 
strain are many and varied. In all, there is 
generally a basic undercurrent of low backache, 
although pain in the pelvis frequently assumes 
priority and the presence of backache is elicited 
only after direct questioning. Sometimes back- 
ache alone is erroneously supposed by the pa- 
tient to be dysmenorrhea, especially if it is 
brought to consciousness only with the menses. 
Complaints of painful periods frequently include 
two types of discomfort, a generalized pelvic 
ache, heaviness or bearing down, and the more 
specific cramping of essential dysmenorrhea. 
Not infrequently, such a patient will report that 
the latter is the minor feature of her trouble. 
This was well illustrated in a patient, aged 17, 
who appeared for further consultation before 
submitting to removal of a cystic ovary. She 
experienced severe anterior, right lower quad- 
rant pain during the catamenia. It was a con- 
stant, heavy, boring type of pain appearing with 
the menses and rapidly becoming maximal so 
that she spent the first day of the period in bed. 
In addition there were mild uterine cramps which 
she said would be insignificant provided relief 
for the other pain was obtainable. Backache 
was present, but not a feature. On pelvic ex- 
amination I could find no abnormality except 
a very slight predominance in size of the right 
ovary. Adequate pelvic girdle support enabled 
her to dispense with the bed rest and reassume 
her duties. 

The pelvic symptoms are frequently vague. 
but when localized, a point about 2 inches below 
and 1 to 1% inches lateral to the umbilicus is 
indicated by the patient. This location un- 
doubtedly plays a large part in associating the 
condition with ovarian disease, since this is the 
old “ovarian area.” It is also the sacro-iliac 
area, as demonstrated in the living subject by 
its simultaneous location with the posterior su- 
perior spine. Pain in the rectum or coccyx may 
be the only symptom.!! Urinary symptoms are 
not uncommon and include urgency without ab- 
normal frequency. Dyspareunia on deep thrust- 
ing has been noted. The right anterior surface 
of the sacrum was exquisitely tender on rectal 
palpation and the patient declared the coital 
pain was reproduced by sacral palpation. The 
sacral tenderness and the dyspareunia disap- 
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peared sometime after the continued wearing of 
a proper support. 

Occipital headache, probably caused by unaue 
tenseness of the back musculature, is not un- 
common. Likewise, tenseness and_ tiredness 
across the shoulders can originate in the sacro- 
iliac joints. It is the function of ligaments to 
limit extremes of motion while muscles are 
concerned with movement and postural stability. 
If muscle, in addition, must assume the guard- 
ing of a strained ligament, it becomes tense and 
fatigued. 

Pain is frequently referred to the thighs, most 
commonly along a sciatic, but also along a fem- 
oral nerve distribution. These nerves cross 
the sacro-iliac joints, although inflammatory re- 
action of the latter probably does not directly 
induce sensations of pain. Steindler? believes 
that the sciatic radiation has nothing whatever 
to do with direct irritation either of the nerve 
trunk or of its roots, and is purely a reflex 
phenomenon. Furthermore, it is his belief, 
“that the afferent branch of the reflex arc is furnished 
by the sensory fibers supplying the injured muscular, 
ligamentous, and aponeurotic structures and that the 
connection with the sciatic nerve is made not lower 
than the spinal ganglia and probably in the spinal 
cord.” 

A most characteristic feature of sacro-iliac re- 
laxation is the posture assumed in bed. Victims 
invariably report that they sleep on the side or 
abdomen, seldom on the back, and if so, never 
by choice. If the patient rolls on her back dur- 
ing sleep, she will frequently be awakened by 
pain. Often the difficulty of finding a comfort- 
able attitude plus the muscular relaxation at- 
tending sleep is so aggravating that the patient 
arises unrefreshed, or even more tired than when 
she went to bed. Presumably, the straightening 
of the lumbar spine and flattening of the back 
with posterior rotation of the sacrum is so pain- 
ful that sleep is difficult in a recumbent posi- 
tion. Considerable difficulty is experienced in 
sitting and rising from a chair, although the 
woman is usually comfortable when she is either 
down or up. Activity, especially if fatiguing, 
aggravates the pain and certain forms of exer- 
tion are worse than others. The condition may 
be so acute that the patient is unable to move, 
or so chronic that the mild discomfort suggests 
nothing more than a pelvic neurosis. 

The diagnosis of sacro-iliac strain is compara- 
tively simple during acute episodes, but rela- 
tively difficult in mild, chronic relaxations. In 
the latter instance, it is usually advantageous 
to wait for an exacerbation before attempting 
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final diagnosis. Since many patients with pelvic 
pain may be suffering from pelvic neurosis, it is 
sometimes difficult to make a differential diag- 
nosis. On the other hand, true pelvic girdle 
relaxation of any magnitude responds so dramat- 
ically to treatment that diagnosis is readily 
established with a therapeutic test. 

Steindler and Luck” have suggested that the 
temporary abolishment of pain following the in- 
jection of 5 to 10 cubic centimeters of 1 per cent 
procaine hydrochloride solution into the involved 
tissues as a differential diagnostic method. 


Roentgenograms are of little diagnostic aid 
as in all sprains, unless taken so as to demon- 
strate the pubic shift with first one foot and 
then the other on a block of wood.® 

Pressure over the sacro-iliac joints posteriorly 
and anteriorly and over the symphysis pubis 
will reveal circumscribed tenderness, and in our 
hands has proved the best diagnostic method. 
With the patient erect one can usually find a 
tender area about the size of a silver dollar 
mesial and slightly inferior to the posterior su- 
perior spine of the ilium. Also with the patient 


erect and shifting weight from leg to leg, alter- 
nating movement of the pubic bones may be felt. 
Examination with the forefinger in the vagina 
and the thumb over the symphysis is helpful 
in eliciting this sign. 


Anteriorly, deep pressure 


Fig. 2 
Method of application of adhesive tape, which only extends 
slightly in front of the anterior superior spines and does 
not encircle the bedy. 
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over a point 2 inches below and 1 to 1% inches 
lateral to the umbilicus will reveal tenderness. 
Frequently, the inflammatory reaction about the 
anterior aspect of the sacro-iliac joint is so severe 
tLat the patient will not permit deep palpation. 
Goldthwait’s test, raising the extended leg to a 
right angle with the trunk, may cause pain in 
the corresponding sacro-iliac joint. Manual com- 
pression of the iliac crests is of little aid diag- 
nostically. Moreover, there is no tenderness 
over the sciatic notch or along the sciatic or 
femoral nerve. Finally, the critical test in a 
patient with suspected sacro-iliac relaxation is 
therapeutic. Three or more strips of adhesive 
tape, each several inches wide, tightly applied 
across the back and extending beyond the an- 
terior superior spines should give relief. If the 
taping fails to relieve within a few hours the 
diagnosis is questionable. 


Treatment may well begin with an adhesive 
tape support, which is seldom tolerated for more 
than a few days. Encirclement of the pelvis 
is rarely necessary, but when done demands pre- 
liminary padding of the iliac spines and crests 
and occasionally of the trochanters. Suitable 
precautions should be taken to avoid pulling hair. 
More permanent therapeutic measures include: 
heat, massage, suitably fitting corsets, manipu- 
lation under anesthesia and rarely, surgical fixa- 





Fig. 3 
Note how 


Typical sacro-iliac corset. it may be tightened 


by the canvas straps. 
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Fig. 4 


Manipulation of the back, flexion. 





Fig. 5 


Manipulation of the back, rotation. 





Fig. 6 


Manipulation of the back, extension 





Figs. 4, 5 and 6 are from ‘Manipulative Surgery” by 
Bankart.3 
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tion. Heat in the form of a long hot bath or 
diathermy relaxes tense muscles and provides 
temporary relief. Massage, likewise, contributes 
little to permanent improvement. A surgical 
corset is a boon to chronic sufferers. For- 
tunately, it does not need to be worn for ex- 
tended periods, especially in young women. Dur- 
ing an acute episode, it is strongly recommended 
that it be worn day and night, otherwise the 
relaxation of sleep will undo the daytime bene- 
fits obtained. Effective treatment will frequent- 
ly be nullified by a sagging bed and a soft mat- 
tress. Loose springs, except in the case of an 
inner spring mattress, may be corrected by 
boards placed transversely across the bed frame 
under the mattress. A sacro-iliac victim is well 
advised to avoid inner spring mattresses as she 
would the plague. 

Manipulation has received little favor in this 
country, since it savors too much of the chiro- 
practor and the osteopath. It is employed ex- 
tensively in England and consists essentially of 
a forcible twist of the pelvis upon the spine. 
Bankart* believes that over 90 per cent of sacro- 
iliac victims can be cured or sufficiently relieved 
to resume full work. In this country, Jostes!® 
notably, has described a similar manipulative 
technic. Generally speaking, such matters are 
not within the province of the gynecologist, and 
the patient who needs more than a well-fitting 
corset should be referred to the orthopedist. 

We are all too familiar with the woman with 
anatomically normal genitalia who complains of 
a constant pelvic pain with menstrual exacerba- 
tion. After seeking relief for a protracted pe- 
riod, she usually loses her appendix, part or all 
of at least one ovary and perhaps is subjected 
to round ligament suspension. Too frequently 
these measures fail to give the expected relief. 
After one or more pelvic operations, she be- 
comes a confirmed pelvic invalid with little hope 
of cure. It is believed that many of these 
women can be cured or helped by attention to 
their sacro-iliac articulations. 
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CYSTS OF THE SPLEEN* 


By Joun W. Snyper, M.D. 
and 


Puitiep R. REzEK, M.D. 
Miami, Florida 


Splenic enlargement from various causes is not 
uncommon and splenomegaly is frequently seen 
on the medical wards of our hospitals. A pri- 
mary tumor of the spleen, however, is relatively 
rare, the most common being cystic in character, 
consisting either of a single large cavity or of 
multiple smaller ones. 
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The first record of a splenic cyst was that of 
Andral,' who discovered the condition at autopsy 
and reported his findings in 1829. In 1867, 
Pean* successfully removed a cyst from the 
spleen, his success being aided by a pedicle-like 
attachment to that organ. 

The first deliberately planned splenectomy in 
which a cyst was encountered was that of Crede.* 
In his case a fluctuant tumor the size of a 
child’s head was found in a male 44 years of age. 
The patient was operated upon September 25, 
1881. The tumor was isolated and its contents 
evacuated by puncture. The spleen was found 
adherent and the pedicle short, but a splenec- 
tomy was successfully done, the pedicle buried 
and the wound closed. Recovery was complete 
after ten and one-half months. 

Ten years later Terrier?® performed a partial 
splenectomy with a successful outcome. From 
this time on, recorded cases of splenectomy be- 
came more numerous so that by 1906 Powers?® 
was able to collect 32 instances of operations 
of various sorts for cysts of the spleen, with a 
total mortality of four. 


In the American literature reported instances 
of cystic disease of the spleen are quite rare. 
Fowler’? in 1912 collected 89 cases of non- 
parasitic cysts of the spleen, 28 being discovered 
at postmortem and 11 being proven by trocar 
aspiration, a procedure now largely obsolete. A 
subsequent report by Fowler in 1924 brought 
the total number of recorded non-parasitic cases 
to 90. Of these, 64 had been treated surgically, 
8 by puncture, 14 by incision and drainage, 6 
by excision or partial splenectomy and 36 by 
splenectomy. He found that only one death oc- 
curred among those subjected to splenectomy, 
a fact which indicated the relative safety and 
advisability of a radical surgical treatment of 
the condition when at all possible. 

Watts and Warthen*’ have recently reported a 
non-parasitic cyst of the spleen in a 14-year-old 
colored girl. They say it is the only one en- 
countered in the Medical College of Virginia 
hospitals and they find only 108 cases recorded 
in the literature. By contrast, echinococcus 
cysts of the spleen are relatively common, as 
Fowler found 191 cases reported before the 
year 1894. 


PATHOLOGIC CLASSIFICATION 


The classification of splenic cysts meets with 
difficulty, like all such attempts in medicine. 
Classifications may be based on morphology, 
pathogenesis or the clinical picture, and each 
has its faults and limitations. A classification 
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according to the morphological or clinical picture 
might follow the scheme of O. Lubarsch,’® E. H. 
Pool and R. G. Stillman:*7 


( I) Large single cysts: ordinarily unilocular. Most 
of them are recognizable during life, often at- 
taining considerable size. 


( II) Numerous small cysts: situated just below or 
within the capsule. In the latter case they pro- 
trude over the surface and are mostly filled 
with a clear fluid. 

(III) Polycystic degeneration: a subdivision of Group 
II, involving, however, the whole organ. 

A pathologic classification according to the 
contents of the cyst may also be accepted (O. 
Lubarsch) : 

( I) Lymphatic cysts: contents mostly clear. 

( II) Hemorrhagic cysts: contents mostly bloody. 

(III) Dermoid cysts: contents consisting of sebaceous 
material, and so on. 

For practical as well as theoretical purposes 
the classification recommended by R. H. Fow- 
ler!® seems the most suitable. It is based on 
pathogenetic considerations and embraces forms 
not considered by others: 

( I) Primary cysts (As a rule identical with genuine 

or true cysts) 

(1) Congenital cysts 

(2) Traumatic cysts 

(3) Inflammatory cysts 

(All of the three above are due either to infoliation 
or to dilatation) 

(4) Neoplastic cysts 

(a) Dermoid cysts 
(b) Epidermoid cysts 
(c) Cavernous angioma 

(5) Parasitic cysts 

(II) Secondary or false cysts 

(1) Traumatic cysts (originating in hemato- 
mas and filled with blood or serous 
fluid) 

(2) Degenerative cysts (originating in necrosis 
or infarcts and, according to Lubarsch, 
not true cysts) 

(3) Inflammatory cysts 


It is not the object of this paper to discuss 
all types of cysts in detail. Small multiple cysts 
of spieen are usually about the size of a pea. 
They are arranged in chains or irregularly dis- 
tributed (over the surface). The wall of a cyst 


is lined with cuboidal epithelium and its cavity 
filled with serous fluid containing red blood cor- 
puscles, lymphocytes and lipoid cells. Accord- 
ing to Lubarsch, this architecture applies to the 
capsular as well as to the infracapsular small 
cysts. 


They are rather frequently encountered. 


SOUTHERN MEDICAL JOURNAL 





April 1943 


Schmidt*! and Lubarsch saw them in 4 to 5 per 
cent and 2 to 3 per cent respectively of their 
autoptic material. The genesis of these cysts 
seems to be closely related to the lymph vessels. 
This assumption is supported by the presence of 
a fluid rich in albumen and fatty granule cells. 
The size of the spleen itself differs according to 
the number and the sizes of the individual cysts. 

We may best confine our discussion to a con- 
sideration of secondary or false cysts, since these 
are of the greatest clinical importance. Among 
numerous papers dealing with this subject we 
refer particularly to the comprehensive surveys 
by Lubarsch, Fowler and Pool and Stillman, 
each of which contains a full discussion of the 
literature. 

Secondary or false cysts of the spleen vary 
in dimensions from cherry size to enormous pro- 
portions. There are cases reported in which 
cysts occupied a great part of the abdominal 
cavity, their contents amounting to two gallons 
or more (Heurtaux’®). Although these large 
cysts often produce clinical symptoms, they are 
hardly ever diagnosed before surgery or autopsy. 
Howald and Lubarsch collected 73 cases in the 
literature, 80 per cent of which were disclosed 
by operation and the remainder found at au- 
topsy. According to them, secondary cysts are 
found at practically every age. The age of the 
patient in two of the cases they reviewed was 
under 2 years, and in another over 70. They 
were most common between the ages of 20 and 
40. Among 71 cases reported, 30 were male and 
41 female. 

The fact that our present case concerns a 
pregnant woman suggests a short consideration 
of the relationship between cysts and pregnancy. 
Some authorities claim that there exists a defi- 
nite relation between the two conditions but, ac- 
cording to Pool and Stillman, this conception is 
not justified. Also the cases mentioned by 
Ghetti,!2 Shalita,®° Routier,2® Wells,?* Downes,° 
Dobrzaniecki,® Subbotic and Vuernberger are not 
convincing. Fowler, a prominent writer on the 
subject, says that splenic cysts are frequently 
seen in mature women and in women suffering 
from menstrual disorders. Furthermore, he men- 
tions their occurrence in pregnancies, saying that 
in such circumstances 70 per cent of the cysts 
are large and hemorrhagic in character and grow 
rather rapidly. But Fowler does not agree with 
Monnier’s®® statement that the spleen is con- 
gested during menstruation and pregnancy. 
There is also a theory that emboli and infarcts 
are responsible for the development of cysts dur- 
ing pregnancy. The authors, in agreement with 
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Lubarsch, favor the theory of malformation, bas- 
ing their opinion on the fact that congenital 
malformations often become manifest later in 
life through postembryonic influences. 

In most cases the cysts present a somewhat 
irregular surface, thick areas alternating with 
thinner ones. As a rule, the thicker the wall, 
the more grayish white the color. Rather fre- 
quently groin-like elevations may be seen on the 
surface as well as in the lining of the wall. Very 
large cysts are sometimes multilocular. Cases 
have been described (Howald'*) in which the 
capsule was 15 mm. thick. 

According to Suchanek,®° Mondre,!® and oth- 
ers, the contents of large splenic cysts are either 
serous, serohemorrhagic or purely hemorrhagic 
in character. In the serous cyst the fluid has 
a specific gravity of 1.022-1.025, is slightly alka- 
line and may contain albumen, sodium, potas- 
sium, magnesium, calcium, iron, chlorine, mixed 
with traces of potassium sulfate, cholesterin, 
lecithin and neutral fatty acids. Microscopic 
study of these large cysts shows the wall to be 
composed of connective tissue which is rather 
poor in cells and elastic fibers. The capsule is 
arranged in layers and often lined with endo- 
thelial cells. The latter, however, may be com- 
pletely absent or may be restricted to circum- 
scribed areas. The size of the lining endothelial 
cells depends upon different factors, such as 
intracystic pressure, size of the cyst, age of the 
cyst, and soon. As a rule the smaller the cyst, 
the higher the lining cells. The cytoplasm of 
these cells sometimes contains lipoid granules 
and hemosiderotic pigment. The architecture of 
the surrounding splenic tissue varies with its dis- 
tance from the place where the cyst originated. 
Apparently the larger the cyst and the higher 
the intracystic pressure, the more marked the 
structural changes of the splenic tissue. Signs 
of atrophy, decrease in the number and the size 
of the lymph follicles, compression of reticulum 
fibers and pulp, expulsion of blood from the ves- 
sels and sinuses, formation of thrombi and 
thickening of the trabeculae are the most char- 
acteristic features. 

As already mentioned, large splenic cysts may 
be lymphogenous or hemorrhagic in origin. 
Most of the former are probably related to 
cystic lymphangiomata, which are based on con- 
genital malformations. Fowler says that trauma 
was revealed in 23 per cent of his cases. The 
interval between the accident and the formation 
of the cyst varies from 1 to 40 years. In Fow- 
ler’s series of cysts with traumatic histories, 80 
per cent were large, solitary, hemorrhagic cysts, 
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15 per cent were serous and 5 per cent lymphatic. 
Eighty per cent of hemorrhagic cysts could be 
easily traced to accidents of different kinds, but 
the fact that the patient has undergone some 
trauma does not prove that the cyst itself is 
traumatic in origin. One must also be aware 
that a smaller or larger amount of blood in a 
serous cyst does not always disprove its lym- 
phogenic origin, since a secondary hemorrhage 
may occur by mechanical tearing or superim- 
posed trauma during the development of the 
cyst. 

The situation is different if the cyst contains 
exclusively hemorrhagic material, although a 
traumatic hemorrhagic cyst is not likely to con- 
tain pure blood for any length of time. Its con- 
tents usually undergo changes and present either 
coagula or an organized hematoma. Actually, 
the so-called traumatic cysts, originating in such 
hematoma, are not real cysts and should be 
called pseudocysts. Baccelli* asserts that a real 
cyst may develop from trauma, with formation 
of capsule and lining cells around the hematoma. 
This type of cyst, Baccelli thinks, may be mis- 
taken for lymphatic cyst with secondary hemor- 
rhage. According to Lubarsch this theory is not 
correct. Lubarsch supports his view by the fact 
that hemosiderin is rarely found in these cysts, 
as it would be if they developed from hematomas. 

An abscess of the spleen following the decom- 
position and liquefaction of infarcts does not go 
on to the formation of a true cyst. Its wall lacks 
a cellular lining and should be considered a 
pyogenous membrane, even though the fibrous 
capsule may become greatly thickened. 


SYMPTOMATOLOGY 


The symptoms of splenic tumor are largely 
the result of pressure and displacement of 
neighboring organs. Some individuals have no 
real pain, but merely a sensation of weight and 
fullness in the abdomen. If distention is marked, 
dyspnea may appear on slight exertion. Pain 
in the left hypochondrium is often associated 
with vague indigestion, weakness and anemia. 
Urinary and menstrual disturbances may be 
noted. A friction rub from perisplenitis can at 
times be felt and heard. Occasionally pain is 
referred to the left shoulder from diaphragmatic 
irritation or to the back, with a sense of weight 
and tension. Growth of the tumor is usually 
slow. Rarely symptoms of collapse may occur 
from a twisted pedicle. Loss of weight and 
strength, often accompanied by evidence of in- 
terference with abdominal circulation, are de- 
layed until the tumor is of considerable size. 





266 


Ascites is rare except in the case of a new 
growth. 


DIAGNOSIS 


Since the spleen occupies the left hypochon- 
drium and extends beneath the left costal mar- 
gin, the mere location of a tumor in that region 
will suggest the spleen as a suspect. Some cysts 
tend to wander and have been found in the lower 
abdomen and explored as ovarian cysts. Dif- 
ferential diagnosis must be made between cysts 
of the spleen and cysts of the pancreas, omen- 
tum, mesentery, and the left lobe of the liver; 
as well as hydronephrosis; and various tumors 
of the kidney. 

As noted, the tumor is situated to the left 
of the umbilicus and may extend below the 
umbilicus. Percussion reveals the mass con- 
tinuous with splenic dullness. It tends to move 
with respiration, though it may be fixed. The 
surface is smooth as a rule and the consistency 
tense or elastic. Fluctuation is rarely present. 

Roentgen study is of great diagnostic aid. 
Benton’ feels that downward displacement of 
the splenic flexure of the colon is almost pathog- 
nomonic of a large cyst of the spleen. The 
stomach tends to be displaced to the right and 
backwards. Pyelograms readily rule the kid- 
ney in or out of consideration, except that oc- 
casionally pressure on the left kidney may pro- 
duce deformity of the calyces and confuse the 
picture with findings suggestive of a urinary 
tract lesion. 

The history of onset and clinical picture are 
important. Other abdominal tumors are of more 
frequent occurrence and should be excluded be- 
fore a diagnosis of cyst of the spleen is made. 
A diagnosis more definite than that of abdominal 
cyst or splenic enlargement can rarely be made. 
Puncture through the abdominal wall for diag- 
nosis is never justified. 

TREATMENT 

The ideal treatment is, of course, splenectomy. 
Adhesions may be troublesome, but as a rule 
splenectomy should be possible. Attachment of 
the cyst wall to the abdominal parietes for drain- 
age of the cystic cavity, and gradual abolition 
of the cyst itself is altogether unsatisfactory. It 
means a discharging wound for a period of 
months at least, with all the attendant dangers 
of sepsis, hemorrhage, chronic fistulae, and post- 
operative herniae. 

Bircher gives the following results of opera- 
tion in 33 cases: 
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(1) Puncture by cautery, 6 cases, 2 deaths 

(2) Incision and drainage, 9 cases, 1 death from sepsis 
(3) Resection of cyst, 4 cases, 1 death 

(4) Splenectomy, 15 cases, no deaths 


CASE REPORT 


The case which prompted this report is al- 
most unique in that a large cyst of the spleen 
co-existed with a four months pregnancy and 
the question presented was which should yield 
the right of way, as there seemed hardly room 
in the abdomen for the enlarged spleen and a 
term pregnancy. 


A limited survey of the literature showed that the 
only like occurrence was reported in 1910 by Coenen, 
who removed a polycystic spleen during pregnancy. 
There was no ascitic fluid present in his case and the 
spleen weighed 2,565 grams. It was 33 cm. in length, 
20 cm. in breadth, 10 cm. in thickness. The color was 
bluish-grey and the surface was nodular. The entire 
organ was transformed into cystic cavities with here 
and there an occasional normal follicle. The cysts con- 
tained clear watery fluid, with a few showing fresh 
blood. The interior lining of the cysts was smooth 
and glistening. The various cystic cavities were sep- 
arated by thin connective tissue partitions. Coenen 
termed the condition lymphangiectasis. 

Downes incised a large cystic spleen postpartum and 
found the walls necrotic. The cavity was drained and 
from time to time necrotic tissue was discharged. The 
sloughing continued until almost the entire spleen had 
come away. 

Fowler reported a splenectomy done in 1910 three 
months after the delivery of twins. The patient com- 
plained of something moving in the abdomen, upon 
exertion, ever since her delivery. A probable diagnosis 
of floating kidney was made. When the abdomen 
was opened, a greatly enlarged spleen presented. The 
spleen weighed 385 grams and was cystic throughout, 
containing large and small cavities filled with a jelly- 
like substance and lined with endothelium. 

Our patient, Mrs. O., aged 37, entered the hospital 
May 17, 1940, because of a mass in the left upper 
abdomen. 

In December, 1937, she had. undergone a cesarean 
section for a contracted pelvis, with an uneventful con- 
valescence. The mass was first noted in 1939, at which 
time the left side of the abdomen was noticeably larger 
than the right. The patient was uncertain whether the 
size of the mass had increased since that time. There 
was little discomfort except for a catchy pain in the 
left chest and shoulder when laughing or coughing. 
She felt that the pain was worse after exposure to a 
draft or chilling. There was no history of trauma or 
malaria. Though of slender build, she had always 
considered herself healthy and had seldom consulted 
a physician in the past. 

Examination disclosed that the mass extended from 
the ribs on the left to the level of the umbilicus and 
across into the right side of the abdomen. A four 
months pregnancy was also present. Her general con- 
dition was fairly satisfactory. After receiving a trans- 
fusion of 500 c. c. of citrated blood, she had a hemo- 
globin of 65 per cent and a red count of 4,170,000 
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The white count was 9,000 with 3 per cent stabs, 2 per 
cent juvenile, 30 per cent segmented forms, 8 per cent 
lymphocytes, 4 per cent monocytes, and 3 per cent eosino- 
phils. The fragility of the red cells was normal with a 
bleeding time of 3 minutes. 


There was some discussion as to the advisability of 
performing a therapeutic abortion before attempting to 
remove the spleen, but this was avoided, and on May 20, 
1940, a splenectomy was done. 


Through a high left rectus incision an enormous 
spleen was encountered. It had an edge, but the bulk 
of the organ was rounded in contour. Adhesions be- 
tween the surface of the spleen, the diaphragm, and 
the lateral abdominal wall were separated without dif- 
ficulty and with only slight bleeding, but following this 
procedure the spleen could not be delivered because of 
adhesions more posteriorly. Sharp hemorrhage, occur- 
ring at this time from a small rupture in the spleen 
itself, made the outcome seem rather precarious. 


Fortunately, the operation was much simplified by 
rupture of the cyst and subsequent shrinkage of the 
mass to moderate size. The fluid was removed by 
suction and the cyst wall was gradually peeled from 
the posterior abdominal structures. The splenic vessels 
were clamped and doubly ligated and the spleen re- 
moved. Small bleeding points were caught and tied. 
The pack was removed from the surface of the dia- 
phragm and the posterior abdominal wall and all bleed- 
ing was found to be controlled. The abdominal cavity 
was then washed with normal saline to remove the 
grumous material from the ruptured cyst. Closure was 
made without drainage. 


The patient returned to her room with a 
pulse of 124 and no evidence of shock. 
However, to be on the safe side, two trans- 
fusions of 500 c. c. of blood were 
given within a few hours after operation. 
It was interesting that on the day after 
her operation her hemogloblin was 74 per 
cent, with 4,210,000 reds and a white count 
of 13,200. Peculiarly enough the differ- 
ential count gave 37 per cent stabs in con- 
trast to 3 per cent before operation with 56 
per cent segmented and 7 per cent lymph- 
ocytes. 

Mrs. O.’s convalescence was particularly 
uneventful and she was discharged on the 
twelfth postoperative day. She was re- 
admitted in October and on the nineteenth 
was delivered by cesarean section of a 
healthy child, weighing 8 pounds 6 ounces. 
Examination of the splenic area at that time 
showed it to be virtually free of adhesions. 
Her convalescence was again smooth and 
uneventful. 

The pathological report on the excised 
spleen was as follows: 

Grossly the specimen consists of a spleen 
to which is attached a large cyst, ruptured. 
To get reliable measurements and photos the 
empty cyst was stuffed with cotton. The 
spleen is flatter and thinner than usual and 
is markedly elongated from pole to pole. 
In its largest diameter it measures about 
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14x8 cm. The cut surface shows that most of the lower 
and lateral part of the spleen is occupied by the origin 
of the cyst. Cross section of the spleen shows the fol- 
licles to have diminished in number and size, especially in 
the area where the surface of the spleen is formed by the 
cyst. Here the cut surface is dark purplish in color. Nu- 
merous elevations are protruding from this particular 
area into the lumen of the cyst. Otherwise the capsule is 
smooth and glistening and grossly without pathology. 
The cyst itself measures about 20 cm. in its largest diam- 
eter. Its capsule presents an irregular surface and shows 
numerous elevations of varying height. They are 
greyish-white in color and the areas between these ele- 
vations are somewhat darker and even hemorrhagic in 
appearance. According to these irregularities the wall 
of the cyst differs markedly in thickness. It varies be- 
tween 4 mm. and 1 cm. The inner surface of the cyst 
is glistening in some areas, dry and opaque in others. 
Numerous elevations, distributed in form of vessel-like 
branches, are noted. The largest and most numerous 
of them are seen within the area where the cyst arises 
from the spleen. 


Microscopically, sections of the spleen taken from dif- 
ferent areas and sections from different regions of the 
wall of the cyst were examined. The wall of the cyst 
consists mainly of connective tissue, collagenous fibers 
and small blood vessels. Long and careful examination 
of a section taken from the insertion of the cyst in the 
spleen reveals numerous blood vessels. The lumina of 
a few of the blood vessels are completely replaced by 
well organized thrombotic masses and only remnants of 
elastic fibers indicate the original blood vessel. The wall 
is covered by a layer of very flat cells which are ex- 





Fig, 1 

Cyst of the spleen. The flattened spleen forms the anterior wall of the cyst. 
It ruptured during removal and as the walls are collapsed there is a consider- 
able reduction in the total size of the tumor. 
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foliated in some areas. Some of the sections of the 
wall reveal red blood corpuscles, hemosiderin, hema- 
toidin crystals and cholesterol. All these bodies are lo- 
cated above the endothelium. The spleen itself shows 
the vessels to be thrombotic near the origin of the 
cyst. The connective tissue fibers are markedly increased 
in number. Because of compression the sinuses are 
empty, the connective tissue of the trabeculae is mark- 
edly increased and the Malphigi corpuscles are either 
greatly reduced in size or have altogether disappeared. 
The central arteries are hyalinized. The changes just 
described become less and less marked with increasing 
distance from origin of the cyst. The middle layers and 
the surface of the spleen show no pathology at all. 

The diagnosis was solitary cyst of spleen (lymphog- 
enous in origin with secondary super-imposed hemor- 
rhage). 

SUMMARY 


(1) The literature of non-parasitic cysts of 
the spleen has been briefly reviewed. 
(2) The pathology, symptoms, diagnosis and 
treatment of such cysts has been discussed. 
(3) A case of cystic spleen, complicated by 
four months pregnancy, has been reported. 
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DISCUSSION (Abstract) 


Dr. H. J. Warthen, Richmond, Va.—Dr. Snyder men 
tioned a splenic cyst reported by Major Watts and me in 
the Southern Surgeon last year. This occurred in a 
14-year-old girl who had been perfectly well until ten 
days prior to admission, when she experienced sharp pain 
localized in the left upper quadrant. Physical examina- 
tion showed a large smooth semi-cystic mass beneath 
the left costal margin. A secondary anemia was present. 
A gastro-intestinal x-ray showed: displacement of the 
stomach to the right and the splenic flexure of the colon 
was depressed by a large mass in the left upper quadrant. 
On the basis of the x-ray findings a tentative diagnosis 
of cyst of the spleen was made. At operation a cyst 
containing 1,500 c. c. of straw-colored fluid was removed. 
The patient had a smooth convalescence and was dis- 
charged from the hospital sixteen days after operation. 

The deformity of the stomach and colon in this case 
was typical of a splenic cyst. Benton feels that down- 
ward displacement of the splenic flexure is almost 
pathognomonic of large cysts of the spleen. A correct 
diagnosis is rarely made prior to operation, and we 
feel that the roentgenologic examination was the de- 
termining factor in making the correct diagnosis in our 
case. 
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LOEFFLER’S SYNDROME* 


; By James H. Situ, M.D. 
Richmond, Virginia 


This subject is presented because it is rela- 
tively new, and because its recognition may avoid 
a mistaken diagnosis and an unduly bad prog- 
nosis. The symptom-complex is clear-cut and 
easily kept in mind. 

Loeffler first described the condition in 1931 
(Brauer’s Supplements to the Klinik of Tuber- 
culosis). By 1936 he had observed 51 cases. 
and he gave to his article in the Swiss Medical 
Weekly (November 7, 1936, 1069-78) the title, 
“The Migratory Pulmonary Infiltrations with 


Eosinophilia.”” He was impressed by the benign 
character of the entire course, in contrast tc 
the striking, sometimes alarming, objective 
signs. 


On x-ray examination the lungs show shadows 
of various size and shape, in any location, homo- 
geneous or more often mottled and cloudy, 
sharply or less than sharply delimited, single or 
multiple, unilateral or bilateral, and, above all, 
fugitive, disappearing early, usually in three to 
eight days, possibly migratory, clearing in one 
area and appearing in another. There is defi- 
nite eosinophilia. The patient does not seem 
to be very ill. 

CASE REPORT 

The patient, a white woman, aged 55, came under 
observation June 6, 1941. Her husband had died of 
tuberculosis in 1928. In April, 1938, the patient had 
severe bronchitis with slight asthma. There was a 
similar attack in October, 1940, more severe, but brief. 
In April, 1941, she was hospitalized for two weeks for 
the same trouble. The cough persisted and was now 





*Read in General Clinical Session, Southern Medical Associa- 
tion, Thirty-Sixth Annual Meeting, Richmond, Virginia, Novem- 
ber 10-12, 1942. 
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her chief complaint. There was no history of sinus 
infection. 

The positive findings on physical examination were: 
undernutrition, 5 ft. 3 in. in height, 100 Ibs. in weight. 
A hard mass was palpable at the junction of the thy- 
roid isthmus and right lobe. Below the right clavicle, 
to the level of the second rib, there was dullness on 
percussion and exaggerated breath sounds from the 
sternum out practica'ly to the periphery of the lung. 
There was a corresponding area of similar signs 
posteriorly. No rales were heard. In general, the 
patient did not seem as ill as the physical signs might 
indicate. 


The right antrum was found to be cloudy on trans- 
illumination and showed a complete opacity to the 
X ray. 

The x-ray studies of the chest are shown in sequence 
in Figs. 1 to 5. 

The eosinophilia is shown in Table 1. 

The temperature is shown in Chart 1. 

Several sputum examinations were negative for the 
tubercle bacillus. The Wassermann reaction was nega- 


EOSINOPHILIA 


Total Percentage of Total 
Date Leukocytes Eosinophils Eosinophils 

June 6, 1941 20,000 49 9,800 
June 7, 1941 18,600 52 9.672 
June 13, 1941 21,600 57 12,312 
June 23, 1941 20,000 69 13,800 
July 2, 1941 11,400 48 5,472 
July 16, 1941 12,000 33 3,960 
July 28, 1941 9,800 20 1,960 
August 19, 1941 7,100 14 994 
September 14, 1941 7.700 10 770 
September 22, 1941 11,000 10 1,100 
October 30, 1941 12,000 5 600 
February 19, 1942 10,700 12 1,282 
April 15. 1942 10,000 0 (asthma) 0 








Table 1 





Chart 1 
Temperature curve. 
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tive. The heterophile test was negative. An extensive 
series of allergic skin tests gave negative results, ex- 
cept for reactions to bacteria related especially to the 


respiratory tract. 





Fig. 1 
June 6, 1941. There is an extensive pathological condition 
involving the upper right lobe, thought to be due possibly to 
an extensive tuberculosis or to a neoplastic condition. The 
indefinite shadow in the midline just above the manubrium 
was attributed to calcification in the thyroid, 





Fig. 2 
June 26, 1941. The whole right lung now appears to be 
involved. The density in the upper lobe is not now quite 
so dense, and the picture was considered to resemble an ad- 
vanced tuberculosis. 
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This case is seen to present the three car- 


dinal features of Loeffler’s syndrome: pulmonary 
infiltration, eosinophilia, and an illness not ap- 
parently very grave. 


The extent of the pul- 





Fig. 3 
July 2, 1941. The appearance of the right lung is approxi- 
mately the same as on last examination. There are suspicious 
findings in the left upper lobe. 





Fig. 4 
July 18, 1941. All of the involvement mentioned previously 
has practically disappeared except for some generalized bron- 
chial thickening. 
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Fig. 5 
Nothing of clinical significance is seen. 


October 30, 1941. 


monary lesions and the degree of eosinophilia 
seem to be more exaggerated in this case than 
in any I have noted in the literature. 

Asthmatic symptoms, though not conspicuous 
at the time of the lung infiltration, have since 
been very troublesome on several occasions, 
the last in the late spring of 1942. The in- 
fected antrum did not respond to irrigations 
and advice to have more radical treatment was 
declined. 


Pathogenesis—The benign course of this 
symptom-complex explains the fact that there 
has been no study of its anatomical pathology. 
Loeffler believes that this state of affairs will 
continue unless a subject should come to 
autopsy through sudden death from another 
cause. 

The two main concepts of pathogenesis are 
that the lung lesion is related to tuberculosis, 
and that it is allergic. These are not neces- 
sarily mutually exclusive. The idea of a tuber- 
culous pathology derives from the resemblance 
of the shadows to early tuberculosis. But they 
are transient and in only one of Loeffler’s 
series did the patient develop a distinct tubercu- 
lous process, a year later. In 37 of his cases 
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the tuberculin reaction was done, with 13 nega- 
tive results, and none of the subjects were young 
children. These considerations do not preclude 
the idea, in Loeffler’s view and in the view of 
those who discussed his report, that tubercu- 
losis is the most frequent cause, and that the 
manifestations are instances of an allergic reac- 
tion to the tuberculous infection. The allergic 
hypothesis, if not limited to tuberculous allergy, 
seems most tenable. Not only is there the tran- 
sitory character and the eosinophilia, but along 
with these there may be a condition recognized 
to be essentially allergic in type, as the asthma 
in our case. Engles, in Shanghai, thought his 
subjects might be sensitive to the common hedge 
plant known as privet. 





DISLOCATION OF THE PROXIMAL END 
OF THE FIBULA* 


CASE REPORT 


By SamMuet R. TerHuneE, M.D.t 
SAMUEL B. THompson, M.D.t 


and 


Tuomas S. EppLEMAN, M.D.+ 
Camp Polk, Louisiana 


G. L., a white man, aged 23, was seen March 28, 1942, 
thirty minutes after he had injured his right leg in a 
baseball game. He said that he was sliding into a base 
on his right side with his feet in front of him when a 
spike on his right heel caught in the ground and in- 
verted his foot. This was followed immediately by 
severe pain in the right leg just below the knee. 

Examination revealed a firm bony prominence cor- 
responding to the head of the right fibula, which was 
felt to be displaced forward and laterally. The right 
ankle was swollen and tender on its lateral aspect. 

Roentgenograms revealed a complete dislocation for- 
ward and laterally of the head of the right fibula and 
no evidence of fracture in the tibia or fibula throughout 
their extent (Fig. 1). 

The area was infiltrated with 1 per cent procaine solu- 
tion and the dislocation easily reduced by thumb pres- 





*Received for publication January 13, 1943. 
¢Major, Medical Corps, U. S. Army, Station Hospital, Camp 


Polk, La. 
¢Captain, Medical Corps, U. S. Army, Station Hospital, Camp 


Polk, La. 
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sure in a lateral and posterior direction. Reduction was 
sudden and was accompanied by a loud snap. Follow- 
ing reduction, there was no tendency for the dislocation 
to recur on motion of the knee (Fig. 2). 

A felt pad was placed over the lateral surface and 
tightly strapped with circular adhesive. 

The soldier was kept in bed two weeks and the ankle 
sprain treated with local heat. Following this he was 
allowed up with the ankle and knee strapped with ad- 
hesive. All strapping was removed at the end of four 
weeks and there was no deformity, pain or disability at 
this time. He was discharged promptly to full military 
duty. 

Dislocation of the proximal end of the fibula 
is a rare injury in connection with a fracture 
lower down in the tibia and even more rare un- 
accompanied by a fracture. There is a slight 
amount of gliding movement only in this joint 
and it is protected by very strong ligaments. It 
is seldom put under stress and in order to dis- 
locate the fibular head the force has to be direct 
or a very unusual twisting leverage force ap- 
plied somewhere to the leg below the joint, or to 
Fig. 1 the foct. 
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MEDICAL ASPECTS OF HIATAL HERNIA* 
A REVIEW OF 65 CASES 


By Wo. H. Hiccrns, M.D. 
Richmond, Virginia 


The upper abdomen is a rich field for con- 
flicting diagnoses. Among the clinical pictures 
in this domain confronting the attending phy- 
sician none is more elusive than the vagaries of 
a herniation through the esophageal opening of 
the diaphragm. Hiatus hernia is a term used 
to designate a slipping of the stomach in part 
or in toto through the hiatal aperture of the 
diaphragm. Other diaphragmatic hernias, there- 
fore, do not come under this heading and will 
not be considered in this discussion. 

Although Morgagni wrote the first monograph 
on hernias of the diaphragm in 1769, it was 
not until recent years that the hiatal type has 
been recognized. Harrington has pointed out 
that the first hiatal hernia was not diagnosed at 
the Mayo Clinic until 1908, but their records 
show that from 1926 to 1938, 399 cases were 
found. Other clinics have reported the same 
startling frequency. This apparent increase is 
undoubtedly due not only to improved technical 
facilities, but also to a keener alertness on the 
part of clinicians and specialists in recognizing 
the varying manifestations of this entity. 


CLASSIFICATION 


Hiatal hernias have been divided by Aker- 
lund? into three types: (1) a congenitally short 
esophagus with partial or complete thoracic 
stomach; (2) a normal length esophagus not 
forming part of the hernia, but with a para- 
esophageal herniation; (3) a short esophagus 
forming part of the hernial contents. 

The first type is usually considered to be due 
to an embryologic retardation, but the other two 
are of congenital origin in the same sense as 
inguinal hernias and anything that tends to in- 
crease intra-abdominal pressure may act as a 
contributory factor. 

The first type is not a true hernia, but be- 
cause of the anatomical shortening of the esoph- 
agus the stomach lies in part or in toto above 
the diaphragm. It is not rare and is not re- 
ducible under ordinary conditions. 


The second type is one in which the esoph- 





*Read in General Clinical Session, Southern Medical Associa- 
tion, Thirty-Sixth Annual Meeting, Richmond, Virginia, Novem- 
ber 10-12, 1942. 
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agus is attached to the .hiatal opening and 
does not form part of the hernia which is para- 
esophageal. It changes in size and manifesta- 
tions according to the position of the patient, 
stomach contents, and so on. 

The third type has a normal length esophagus, 
but one which has become shortened as the car- 
diac end of the stomach has passed through the 
hiatus. 


SYMPTOMATOLOGY 


The symptomatology of these hiatal hernias 
varies, and oftentimes, inversely to the extent 
of the herniation. In fact, hernias of the same 
size may give rise to widely diversified com- 
plaints apparently unrelated to each other. In 
order to clarify our experience with the clinical 
manifestations of these hernias an analytical 
study has been made of the outstanding symp- 
toms and other significant data appearing in 
their histories. Pooling the records from three 
sources, there are 65 cases of hiatal hernia which 
form the basis of this report.* 

Assuming that these hernias are largely con- 
genital in origin, one is struck by the fact that 
they do not, as a rule, produce symptoms until 
past middle life. Akerlund attributed this age 
factor to degenerative changes in the local tis- 
sues, thereby producing (1) stretching of the 
hiatus; (2) a decrease in the amount of fat in 
the esophageal ring; (3) a decrease in elasticity 
of the elastic fibers about the hiatus, and (4) 
an increase in intra-abdominal tension. The 
average age of the patients in this series at the 
time of their admission was 58 years. The sex 
distribution was not significant, 30 occurring in 
males and 35 in females. Obesity was a marked 
characteristic. After excluding 4 patients who 
were underweight from other causes the average 
weight was 165 pounds. 

Hiatus hernia is the great masquerader of 
upper abdominal and thoracic diseases. The fact 
that it was so rarely recognized until recent 
years emphasizes the elusiveness of its symp- 
toms and its similarity to other clinical syn- 
dromes. Most of the patients who presented 
themselves for study had had symptoms over a 
long period of time, and had been erroneously 
diagnosed as cholecystitis, cholelithiasis, peptic 
ulcer, cardiac disease, pleurisy, carcinoma of the 
stomach, intestinal obstruction, mediastinal tu- 
mor, and so on (Table 1). 





*These records are from the files of St. Elizabeth’s and the 
Medical College of Virginia hospitals and also from the private 
cases of Dr. Porter Vinson, for the use of which the author is 
deeply grateful. 
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DURATION OF SYMPTOMS 


Duration Number 
Years Cases 
0- 1 18 
1- 5 22 
6-10 13 
11-15 4 
16-20 1 
21-plus 7 

Total 65 
Table 1 


The symptoms naturally fall into 3 groups: 
(1) those suggesting a gastro-intestinal lesion; 
(2) those pointing to some cardiorespiratory dis- 
ease, and (3) those indicating a combination of 
these clinical pictures. 

In Table 2 an analysis of the outstanding 
symptoms is given. The most frequent com- 
plaint was pain. In one form or another it oc- 
curred in all except 12 cases. It was interesting 
to note the various locations of this complaint 
and its lack of constancy even in the same pa- 
tient. In the majority of instances it was re- 
ferred to the epigastrium and had a tendency 
to recur most frequently after a heavy meal. 
especially when the patient was lying down. Ex- 
ercise apparently had little or no effect on it, 
which helped to differentiate it from a true ef- 


SUMMARY OF DATA 











Symptoms Frequency 
Pain 
(a) epigastric 33 
(b) substernal 15 
(c) neck and arm 10 
(d) gallbladder 8 
(e) lower abdomen 4 
Dysphagia 37 
Belching 26 
Regurgitation 24 
Nausea and vomiting 16 
Hematemicsis 14 
Pyrosis 13 
Anemia 7 
Hiccough 7 
Dyspnea 6 
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fort syndrome. Pain referred to the gallbladder 
region and the lower abdomen was not uncom- 
monly reported, and its frequent relief by alkalis 
or food simulated an ulcer history. 

The greatest diagnostic problem arose in those 
instances when the pain was referred to the sub- 
sternum, neck, shoulder or arm. Harrington! 
believes that this is a true angina pectoris due 
to an actual reflex vaso-constriction of the cor- 
onaries mediated through the vagus nerve. That 
such a reflex coronary vaso-constriction occurs 
with gastric distention was shown by Deitrich 
and Schweigh working with Von Bergman in 
1932 and confirmed by Gilbert* in 1940. The 
reflex is more marked when the pressure occurs 
at the cardiac end of the stomach, and is even 
present upon distention of the free abdominal 
cavity. On the other hand Chester Jones* is of 
the opinion that the pain reflex is either mediated 
over visceral afferent fibers supplying the esoph- 
agus and the cardiac end of the stomach or 
through sensory fibers contained in the phrenic 
nerve. The fact that the pain is frequently re- 
lieved or ameliorated by dilating the esophageal 





Fig. 1 
W. M., aged 55. Hiatus hernia with gallbladder syn- 
drome; pain under right costal border and epigastrium 
nausea, dysphagia and hematemesis. 
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opening suggests that the discomfort is caused 
by a spasm of the hiatal muscle per se or in- 
directly by producing tension in that portion of 
the stomach above the hiatus. Just which one 
of the nerve paths is responsible for this re- 
action is debatable. Plausible as these explana- 
tions are, they fail to offer a satisfactory reason 
for hernias of equal size and position giving rise 
to anginal pains in one case, gallbladder syn- 
dromes in another and no pain at all in 15 per 
cent of our series. Our records show instances 
of unnecessary gallbladder operations, pro- 
longed dietary treatments for peptic ulcer as well 
as rest cures for alleged cardiac disabilities. In 
one case the patient was kept in bed for six 
months for coronary thrombosis which was 
promptly relieved by an esophageal dilatation. 
Lying in this prone position was probably largely 
responsible for the recurring attacks of pain re- 
sulting from pressure of the stomach into the 
hernial opening (Figs. 1, 2, 3 and 4). 

Probably the most characteristic complaint in 
this series was dysphagia or a sensation of food 
sticking in the esophagus. It often preceded all 
other evidences of a hernia and sometimes re- 
curred only after long intervals. Meat seemed 





Fig, 2 
Hiatus hernia with ulcer syndrome, 


W. F., aged 64. 
Relieved temporarily 


epigastric pain, gas, hematemesis. 
by Sippy diet and alkalis. 
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to be the greatest offender in this respect. A 
change from the prone to the upright position 
or walking about frequently brought relief. 
Nausea with or without vomiting, eructation 
of gas and pyrosis were commonly encountered. 


Fig. 3 
W. F., aged 55. Hiatus hernia with cardiac syndrome, 
gas, substernal pain radiating down both arms. Was kept 
in bed for six months with diagnosis of coronary throm- 
bosis. Relieved by esophageal dilatation. 


Fig. 4 
Hiatus hernia associated with coronary 


W. M., aged 65. 
thrombosis. History’ of substernal pain on _ exertion 
radiating down both arms; vomiting and gas. Electro- 
cardiogram showed acute anterior coronary occlusion, 
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In view of the involvement of the diaphragm 
it was surprising to find that in only 7 cases 
was hiccough recorded in their histories. Hema- 
temesis was present 14 times, seven of which 
showed definite anemia. It usually followed 
persistent vomiting and was frequently the ex- 
citing cause which prompted the patient to seek 
relief. 


DIAGNOSIS 


Since there is no symptom complex charac- 
teristic of hiatal hernia it is apparent that pa- 
tients presenting atypical gallbladder, gastric or 
cardiac histories should be examined for this 
possibility. It should also be remembered that 
the presence of a hernia does not exclude the 
possibility of a coincidental lesion. The com- 
bination of multiple clinical syndromes made 
a final diagnosis exceedingly difficult in several 
instances in our series. Recently a 65-year-old 
man entered the hospital with a history of gase- 
ous eructation for a number of years, but for the 
preceding 10 days he had suffered from a dull 
pain extending down both arms in paroxysmal 
attacks. His electrocardiogram was highly sug- 
gestive of a coronary thrombosis, but the clinical 
picture was not conclusive. An x-ray examina- 
tion revealed a para-esophageal hernia. The de- 
gree of herniation bears no relationship to the 
severity of symptoms or to the length of time 
it has been present. Obviously all patients hav- 
ing one or more of the symptoms enumerated 
in Table 2 cannot have the benefit of a com- 
plete x-ray examination, but it is well to re- 
member that those individuals of middle age and 
inclined to be overweight with obscure upper 
abdominal or thoracic manifestations should 
have roentgenologic studies to rule out the pos- 
sibility of a hiatal hernia. It is not sufficient 
to request a routine x-ray of the gastro-intestinal 
tract because small hernias may be overlooked. 
Such examinations should include a fluoroscopic 
study with the patient in the Trendelenburg 
position and then turned at different angles while 
the opaque meal is being given. When esophagos- 
copy is available, invaluable evidence is forth- 
coming. By this means, small herniations may 
sometimes be demonstrated and other lesions 
can often be differentiated. The diagnosis of 
hiatal hernia calls for a painstaking evaluation 
of all signs and symptoms arising in the upper 
abdomen and carefully directed esophageal 
studies. 
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SUMMARY 


(1) An analysis of the dominating symptoms 
of 65 hiatus hernias is given. 

(2) Healthy individuals, somewhat obese and 
in the sixth decade at the time of examination, 
are most commonly seen. Sex incidence is about 
equally divided. 

(3) The most frequent complaints are dys- 
phagia, epigastric pain, gaseous eructation and 
vomiting. 

(4) The pain of hiatus hernia may closely 
simulate coronary disease, cholelithiasis, chole- 
cystitis and peptic ulcer. 

(5) Hiatus hernia is congenital in origin and 
manifests itself when increased abdominal pres- 
sure plus degenerative changes in the encircling 
fibers of the esophageal opening make possible a 
passage of part of the abdominal viscera through 
the diaphragm. 

(6) All patients giving atypical histories of 
cardiac, gallbladder or gastric lesions should 
have the benefit of carefully directed roentgeno- 
logic studies for a possible hiatus hernia. 
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EMACIATION AND ENDOCRINE 
DYSFUNCTION* 


By Dante L. Sexton, M.D.*+ 
St. Louis, Missouri 


Loss of weight with resulting muscular weak- 
ness, exhaustion and impairment of body func- 
tions in the absence of organic disease, offers 
a difficult problem in diagnosis and treatment 
The recognition of this syndrome is not new, for 
in 1872, Sir William Gull described an entity 
with such symptoms in which profound psychic 
upset was the etiologic factor. He termed the 
syndrome anorexia nervosa. Since Gull’s de- 
scription many patients with this syndrome have 
been observed without arousing concern or even 
very much interest, for it has been the feeling 


*Read in Section on Medicine, Southern Medical Association, 
Thirty-Sixth Annual Meeting, Richmond, Virginia, November 
10-12, 1942. 

+From the Department’ of Internal Medicine, St. Louis Uni- 
versity, and the Endocrine Clinic, Firmin Desloge Hospital. 














Vol. 36 No.4 


that correction of the disturbing psychic factor 
would eventually be followed by a complete 
restoration of normal health and body functions. 
However, this did not always prove, as many of 
these people remained in a semi-invalid state 
over a period of years, long after the psychic 
disturbance had subsided. Impairment of gon- 
adal function following weight loss has been 
shown experimentally by several investigators. 
123 Atrophy and regressive changes in the 
ovaries have been observed similar to that seen 
following hypophysectomy. Such changes were 
corrected with the restoration of weight to nor- 
mal. In the experimental work in rats the ovaries 
were responsive to gonadotropic substances, 
which supports the thought that during inanition 
the anterior pituitary is unable to continue to 
produce sufficient gonadotropic hormones to 
maintain the normal structure and function of 
the ovary. It seems not improbable that the 
same mechanism operates to produce amenorrhea 
in human inanition and in anorexia nervosa with 
marked weight loss. The effect of starvation on 
bodily processes has received the careful atten- 
tion of able observers. Perhaps the most de- 
tailed study of prolonged starvation was made by 
Benedict* and his associates in 1912 on a male, 
aged 40, who was fed nothing but distilled water 
for 31 days. At the end of 21 days of this star- 
vation period the basal metabolic rate was de- 
pressed 26 per cent lower than his normal read- 
ing. In a previous experiment on man, Magnus- 
Levy® had demonstrated a fall in basal metabolic 
rate to minus 33 per cent on a very low diet 
with a subsequent rise to plus 2 per cent in the 
same patient following normal feeding. 

Similar to the symptoms of anorexia nervosa 
are those accompanying destruction of the an- 
terior hypophysis. Paulesco® in 1907 had dem- 
onstrated that removal of the pituitary gland in 
dogs resulted in a train of symptoms, chief of 
which were weakness, anorexia, profound weight 
loss and progressive wasting with ultimate death. 

Simmonds’ in 1914 was the first to describe 
this syndrome in man. His original description 
was that of a 46-year-old female, who, eight 
years previously, had suffered from puerperal 
sepsis. Autopsy revealed necrosis and scarring 


of the anterior hypophysis with atrophy of the 
kidneys, ovaries, pancreas and liver. Since Sim- 
mond’s report, destruction of the anterior hypo- 
physis has been held accountable for this symp- 
tom complex. Although the clinical findings in 
anorexia nervosa and Simmonds’ disease are in- 
distinguishable, the etiology is entirely distinct. 
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In the latter, anatomical destruction exists, while 
in anorexia nervosa there is a functional defi- 
ciency with restoration of normal function when 
the weight loss is regained. 

Reviews by Silver,® Calder,® Escamilla and 
Lisser?® have indicated laxity in the diagnosis of 
Simmonds’ disease, for in the last of these re- 
views published in 1942, there were but 101 veri- 
fied cases. This should caution against the diag- 
nosis of this syndrome. Further adherence to 
Simmonds’ hypothesis would speak against re- 
covery, although it has been admitted that Sim- 
monds’ disease may run_.a chronic course with 
remissions, Reiche!! having observed a patient 
who from all indications lived 44 years after the 
onset of illness. Of further interest is the dem- 
onstration by Cushing,” that tumors of the optic 
chiasma involving chiefly the tuber cinereum 
with the anterior pituitary being spared, may in 
the terminal stages show a clinical picture similar 
to that of Simmonds’ disease and anorexia ner- 
vosa. Thus, when a patient is seen who has 
emaciation, diminished sex function  (amenor- 
rhea, impotence, loss of libido), marked asthenia 
with lowered blood pressure and a lowered basal 
metabolic rate, it is logical to focus the lesion 
in the region of the anterior hypophysis. If an 
enlarging tumor of the pituitary or a lesion above 
or about the hypophysis is demonstrable the 
diagnosis is readily established on an organic 
basis. If, however, such a lesion is not demon- 
strable the assumption is that there is a func- 
tional lesion of the anterior pituitary with pro- 
found secondary effects on the thyroid, adrenals 
and gonads. If the onset dates to a severe 
psychic upset in an unstable person the diagnosis 
of anorexia nervosa is acceptable in the present 
light of knowledge. If, however, there is no such 
history the preliminary diagnosis should be an- 
terior pituitary failure with final decision de- 
pendent upon the course and outcome of the 
illness. At this point it is well to bring out that 
there are those who believe that Simmonds’ dis- 
ease may occur in a transitional form with re- 
generation of functioning cells and final recovery. 
Zondek** shares this belief. 

The use of hormone studies would be of value 
in diagnosis and observing the progress of this 
disease, but unfortunately they are not available 
for the great majority. As shown by Albright,* 
panhypopituitarism will show a negative female 
sex hormone test, a 17-ketosteroid test that is 
about halved, and a failure of 17-ketosteroid ex- 
cretion to rise on the administration of chorionic 
gonadotropin. 

This article is based on the study of eight 
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patients whose chief findings were emaciation, 
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Laboratory.—Several specimens of urine showed a 
faint trace of albumin. Hemoglobin was 12 grams, red 
blood cells 4.4, and white blood cells 5.0. Differential 
count (Schilling) showed 6 per cent band forms, 57 
per cent segments, 32 per cent lymphocytes, 5 per cent 
monocytes. The Kahn precipitant test was negative. 
Basal metabolic rate was minus 33 per cent. Fasting 
blood sugar was 58 mg. per cent. Sugar tolerance 
(following 100 grams glucose orally) was first hour 
200 mg. per cent, second hour 120, and third hour 
118. Nonprotein nitrogen was 25, chlorides were 340, 
and cholesterol 104. Gastric analysis showed free hydro- 
chloric acid. 

X-ray showed the sella turcica normal; bone density 
normal; and chest negative. 


Treatment and Course.—The prescribed treatment was 
desiccated thyroid, anterior pituitary extract, low potas- 
sium-high salt diet, sodium chloride 6 grams and sodium 
citrate 2 grams daily. Of these recommendations the 
patient took only the sodium salts for a period of 7 
months. In the meantime she had separated from her 
husband and was living with relatives in the country. 
Two months after she discontinued taking the sodium 
salts she began to gain weight and when seen eleven 
months after original visit she had gained 22 pounds. 
At about this time she had obtained a divorce. Amenor- 
rhea and weakness persisted. At this time blood an- 
alysis approximated normal. Thirty-four months after 
she was first seen her weight was 11114 pounds, the 
pulse rate was 66 and the blood pressure 118/82. Her 
menses had been regular for the past year and a half 
and libido was restored. Her physical reserve was con- 
sidered normal. Basal metabolic rate was minus 8 per 
cent, hemoglobin 12 grams, red blood cells 4.2 and white 
blood cells 7.0. 


This represents a case that fits well into the 
picture of anorexia nervosa with recovery. Spar- 
sity of pubic and axillary hair which was restored 
to normal growth upon recovery is stressed as one 
of the common findings in Simmonds’ disease, 
but is not mentioned among the findings in an- 
orexia nervosa. The only treatment that this pa- 
tient had was the supporting effects of the so- 
dium salts. Since she separated from her hus- 
band while taking the sodium salts, it is hard to 
be definite in stating that they were of any 
value. It is logical, however, to believe that they 
were of benefit in giving her systemic support 
when her resistance was unusually low. 


Case 5——May 1, 1942, G. A., a woman, aged 33, com- 
plained of weight loss of 45 pounds, amenorrhea of 3% 
years’ duration, listlessness and transient edema of both 
legs. The onset had followed a severe shock 314 years 
previously, details of which she refused to divulge. She 
related that the effects of the shock had subsided and 
that at the present time she was very contented. How- 
ever, weight loss and amenorrhea had persisted. In the 
beginning she had been extremely weak and exhausted. 
This lasted for about a year and a half and for the 
previous 2 years she said that she had felt reasonably 
strong and when examined she was carrying on her 
duties as a kitchen maid in a hospital. 
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Examination showed her weight to be 60 pounds, tem- 
perature 98°, pulse rate 60, and blood pressure 94/68. 
There was extreme emaciation. The patient was quite 
secretive and guarded in her conversation. The teeth 
and gums were in good condition. There was no glos- 
sitis. Pelvic examination by Dr. Grey Jones revealed an 
infantile uterus. Physical examination otherwise was 
not revealing. 


Laboratory.—Urine was normal. Hemoglobin was 9.4 
grams; red blood cells 3.5; white blood cells 4.0, and 
differential count (Schilling) normal. The Kahn precipi- 
tant test was negative. Basal metabolic rate was minus 
29 per cent. Fasting blood sugar was 69 mg. per cent. 
Sugar tolerance (following 100 grams glucose orally) 
showed first hour 125, second hour 182, third hour 182, 
fourth hour 150, fifth hour 100. Insulin tolerance (fol- 
lowing 3.5 units of insulin) was 15 minutes 44, 30 min- 
utes 38, 45 minutes 42, 60 minutes 50, 90 minutes 58, 
120 minutes 66. Nonprotein nitrogen was 31; chlorides 
were 541; cholesterol 171; calcium 8.4; diastase 107; 
serum proteins were 6.6, and albumin-globulin ratio was 
2:1. Gastric analysis showed acid present. The stool was 
negative for occult blood. 

X-ray showed the sella turcica normal, chest negative, 
and lower bowel negative. 

Treatment and Course—Sodium chloride 8 to 12 
grams daily and vitamin B compkx 6 to 9 tablets daily 
were prescribed. She was observed for about 6 weeks, 
during which time she was indifferent to treatment and 
did not follow instructions. No change in her condition 
was noted. 


This case fulfills the clinical picture of anorexia 
nervosa with persistence of malnutrition and am- 
enorrhea after the emotional upset had appar- 
ently subsided. Lack of asthenia is difficult to 
explain in this patient in the presence of hypo- 
tension, bradycardia and a lowered basal meta- 
bolic rate. This might be interpreted as an es- 
cape on the part of the adrenals. Increased sen- 
sitivity to insulin is considered one of the char- 
acteristics of Simmonds’ disease. It is impossible 
to predict the clinical course of this case, but it 
is reasonable to assume that she has anterior 
pituitary failure of long standing, which, in all 
probability, will be permanent. 


Case 7—June 23, 1937, D. L., a boy, aged 17, com- 
plained of weight loss of 60 pounds in 8 months, weakness 
and exhaustion. The onset had been insidious accom- 
panied by severe constipation. This boy had been very 
active in high school, participating in all forms of ath- 
letics and just the fall before the onset of his illness he 
was on the high school football team. He was of Scan- 
dinavian descent and was apparently of even tempera- 
ment. His appetite had been variable, being considered 
poor to fair. He had taken some thyroid therapy which 
he believed benefited him. 

Examination disclosed a weight of 126 pounds, height 
725g inches, temperature 97.6°, pulse rate 72, and blood 
pressure 96/74. Emaciation was extreme. The teeth 
and gums were in good condition. There was no glos- 
sitis. Body hair was distributed normally and there 
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was normal genital ‘dévelopment. Examination of other 
organs and viscera Was not revealing. 


Laboratory—tThe. urine was negative. Hemoglobin 
was 11 grams. Red blood cells were 4.4, white blood 
cells 7.8, differential count (Schilling) 3 per cent band 
forms, 55 per cent segments, 38 per cent lymphocytes, 
1 per cent eosinophils, 2 per cent basophils, 1 per cent 
monocytes. The Kahn precipitant test was negative. 
Basal metabolic rate was minus 45 per cent. Fasting 
blood sugar was 76.9 mg. per cent. Sugar tolerance 
(following 100 grams of glucose orally) was first hour 
266, second hour 125, and third hour 72. Nonprotein 
nitrogen was 33.3, chlorides were 586, and cholesterol 
150 mg. per cent. Gastric analysis showed free hydro- 
chloric acid present. 


X-ray of the sella turcica was normal, and bone 
density was. normal with normal fusion for his age. 


Treatment and Course.—Treatment ‘consisted of chori- 
onic gonadotropin, 500 units, twice a week for 8 weeks 
which was followed by “polyansin,”’* 2 c. c., twice a 
week, for 10 months; desiccated thyroid, grains 1 daily; 
sodium chloride, 6 grams daily, and sodium citrate, 3 
grams daily. Improvement began after 6 months. 
Eleven months after he was first seen (June 1, 1938) 
he weizhed 181 pounds, his pulse rate was 60 and the 
blood pressure was 114/78. Basal metabolic rate was 
minus 25 per cent. He had been having nocturnal 
emissions which had been absent during the height of 
illness. He had been in a training camp carrying on 
the: daily routine, although he was quite fatigued at 
night. The patient was last seen on July 21, 1938, at 
which time he was very much stronger, although he 
fatigued rather quickly. His weight was 183 pounds, 
the blood pressure 114/78, temperature 97.8 and the 
basal metabolic rate minus 36 per cent. 


There was no apparent psychic upset, illness 
or other incident that dated the onset of this 
boy’s symptoms. The clinical picture was that 
of anterior pituitary failure. His recovery was 
considered spontaneous with little credit given 
to hormone therapy. Salt, no doubt, improved 
the sodium balance. Although this lad had re- 
gained most of his weight and felt much stronger, 
the basal rate remained minus 36 per cent. This 
would indicate that complete restoration of an- 
terior pituitary function had not occurred up to 
the time he was last seen. 


Case 8—November 5, 1937, V. K., a woman, aged 23, 
complained of weakness and exhaustion, weight loss of 
32 pounds, and excessive thirst and urination. The onset 
was insidious 17 months previously. A non-complicated 
appendectomy had been performed 4 months prior te the 
onset. Weakness progressed to the point of exhaustion, 
causing her to give up her work 5 months before seeking 
medical aid. Menses, which had been regular, suddenly 
ceased at the onset of the other symptoms. Her appe- 
tite was said to be good right along and her diet well 
balanced. The patient was intelligent and there was 
reason to believe her statements. In recent months she 
had spent almost all of her time in bed, occasionally 
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trying to help her mother with light household duties, 
but finding that she fatigued upon the slightest exertion. 

Examination disclosed her weight to be 88 pounds, 
height 65 inches, temperattire 97.2°, pulse rate 54, and 
blood pressure 74/50. The patient was a markedly 
emaciated, mentally alert girl, who appeared extremely 
exhausted. The gums were in good condition and there 
was no glossitis. There was some pitting and softening 
of the dental enamel. The external genitalia appeared 
normal; the hymen was intact. Neurologic examination 
by Dr. Robert Britt noted: 

“There was evidence of muscle wasting. No neuritic 
manifestations or evidence of myotonic phenomena were 
present.” 


Laboratory —A twenty-four hour specimen of urine, 
amount 3,500 c. c., showed a specific gravity of 1.010; 
otherwise findings were not revealing. Hemoglobin was 
12 grams, red blood cells were 3.9, white blood cells 8.9, 
and differential count (Schilling) 3 per cent juveniles, 
8 per cent band forms, 48 per cent segments, 37 per cent 
lymphocytes, 1 per cent eosinophils, and 1 per cent 
monocytes. Wassermann test was negative. Basal meta- 
bolic rate Was minus 27 per cent. Fasting blood sugar 
was 75 mg. per cent. Sugar tolerance (following 100 
grams glucose orally) was first hour 85, second hour 99, 
third hour 62, and fourth hour 62. Nonprotein nitrogen 
was 25, chlorides were 633, cholesterol was 349, calcium 
10.8, phosphorus 5, diastase 250, serum proteins 6.54, and 
albumin-globulin ratio 2:1.27. Gastric analysis showed 
acid present, and normal pancreatic enzymes. Fat glo- 
bules were increased in the stool. Electrocardiogram re- 
vealed bradycardia (rate 48), sinus arrythmia and right 
axis deviation. Specific dynamic action of protein was 
minus 10 per cent. 


X-Ray.—tThe sella turcica was normal. Bone density 
was normal, and the chest was negative. 


Treatment and Course—While coming to the outpa- 
tient department at Firmin Desloge Clinic, the patient 
took sodium chloride 8 grams daily and sodium citrate 
4 grams daily. This caused her to feel a little stronger. 
There was a weight gain of 5 pounds, but edema of 
the ankles developed. On March 24, 1938, she entered 
the hospital and was placed on a low potassium-high salt 
diet consisting of 80 grams proteins, 130 grams fats and 
260 grams carbohydrates, a total of 2,530 calories. Dur- 
ing her stay in the hospital she ate her entire tray with 
rare exception. The sodium salts were discontinued 
when she entered the hospital. Various hormones were 
administered at different times, consisting of adrenal 
cortical extract,* 2 c. c. daily intramuscularly for 10 
days and insulin before meals for 14 days. Following 
this, vitamin therapy consisting of crystalline vitamin B, 
50 mg. daily intravenously, and cevitamic acid, 200 mg. 
daily intramuscularly, was administered for 10 days with 
no material benefit. She was discharged from the hos- 
pital on June 3, 1937, 10 weeks after entrance, with her 
condition unchanged. Upon discharge she was advised 
to continue the hospital diet and again to take sodium 
chloride 8 grams daily. Desiccated thyroid in fractional 
doses was prescribed. About 4 months after her dis- 
charge from the hospital dermatitis of the hands de- 
veloped which was diagnosed as pellagra. This quickly 
subsided following nicotinic acid therapy. At the time 
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there was no glossitis, no chelcsis cr cther signs cf 
vitamin B deficiency and the patient alleged that her 
diet at home closely. approximated that given her in 
the hospital. She was then placed on vitamin B com- 
plex and immediately her general improvement was 
rapid. This was just 2% years after the onset of 
symptoms. On January 17, 1941, 26 months after she 
was first seen and 40 months after the onset of symp- 
toms, the patient’s weight was 123 pounds. Her menses 
were re-established on a normal schedule and she was 
feeling strong again. At this time the basal rate was 
minus 22 per cent, the pulse rate 72 and the blood 
pressure 110/80. Blood analysis showed hemoglobin 10 
grams; red blood cells 4.6; white blood cells 6.4. The 
blood sugar was 93 mg. per cent. When last seen (March 
17, 1942) her weight was 128 pounds, the pulse rate 
was 60 and the blood pressure 108/80. She was feeling 
strong and working daily and the menses continued with 
regularity. During this period her treatment has con- 
sisted of desiccated thyroid, grains 2 daily, sodium 
chloride, grams 6 to 8 daily, and a maintenance dosage 
of vitamin B complex daily. 

This represents a case of anterior pituitary 
failure in which a history of emotional upset was 
not obtainable. Of significant interest is the 
crumbling of her teeth which is considered a 
specific symptom of Simmonds’ disease. During 
her hospital stay her caloric intake was adequate 
for her to gain weight if proper absorption and 
assimilation were taking place. If her statement 
is true that she continued this diet while at 
home, it is a certainty that she was not assimilat- 
ing her food, for pellagra would never have de- 
veloped. The rapid improvement which began 
immediately after taking vitamin B complex is 
striking. It is to be recalled that crystalline 
vitamin B was injected during her hospital stay. 
Experimentally Stephens and Allen? were unable 
to restore the atrophy and regressive changes in 
ovaries that followed inanition with vitamin ther- 
apy. In this patient no attempt was made to 
bring the basal metabolic rate up to normal by 
large amounts of thyroid. As has been pointed 
out by Means" thyroid medication in Simmonds’ 
disease should be administered cautiously for 
fear of precipitating an adrenal crisis. Condi- 
tions allied to Simmonds’ disease should be 
treated accordingly and the dosage of thyroid 
should be fractional; in the beginning % grain 
a day, increasing the amount until the dosage 
is 2 and not more than 3 grains daily, even 
though the basal rate is not restored to normal. 


DISCUSSION 


In six of the eight patients in this series, his- 
tory of a definite psychological disturbance was 
elicited. In the other two the onset was in- 
sidious as far as determinable, although this does 
not exclude the possibility of a psychic upset. 


SEXTON: ENDOCRINE DYSFUNCTION 


281 


With such a history the diagnosis of anorexia 
nervosa would readily be made by most clinicians 
without giving very much thought to the pro- 
found disturbance that has taken place in body 
functions. With our present knowledge it is be- 
lieved that the primary endocrine disturbance is 
in the anterior hypophysis, function of which is 
greatly diminished. Following this, all, or nearly 
all, of the endocrine structures which are known 
to be controlled by the anterior hypophysis, are 
secondarily involved. The chief manifestations 
are profound depression of thyroid, adrenal, and 
sex functions. There is reason to feel that per- 
sons who suffer from this. syndrome following a 
known psychic upset or otherwise, have a con- 
stitutional weakness, for there are many who have 
serious psychic upsets with loss of appetite and 
weight who do not show the profound changes 
described in this group. The possibility of an in- 
herent weakness of the hypophysis or neurohypo- 
physeal area does not 
appear too remote. 
Therefore, when one 
encounters a case of 
this type it is well to 
think further than just 
of the effects of inani- 
tion and consider other 
existing possibilities in 
the constitutional 
makeup of the patient. 
True enough, the star- 
vation experiments of 
Magnus-Levy,® Bene- 
dict* and others seem- 
ingly preclude further 
thought, but the ques- 
tion still remains, why 
do these people develop 
the profound anorexia 
and inability to eat? 

The author prefers 
to modify the term 
anorexia nervosa which 
is commonly applied tc 
this syndrome and to 
term it anorexia ner- 
vosa with pan hypo- 
pituitarism. 

In Case 2 (A.A.) 
the basal metabolic 
rate of plus 9 per cent 
was the average of sev- 
eral tests, the tracings 
of which appeared 





Fig. 2, Case 2 


A. A., aged 20 years. 
Weight 56 pounds (loss 
of 33 pounds) amenorrhea; 
asthenia; anorexia. Pro- 
found neurosis for years. 
Blood pressure 110/90; 
basal metabolic rate plus 
9 per cent; infantile geni- 
talia. Treatment: tube 
feeding, estrogens, seda- 
tion. No improvement. 
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quite normal. This finding, in view of a 40 
per cent weight loss, is hard to explain. The 
normal blood pressure in Cases 2, 3 and 4 are 
inconsistent and were surprising at the time of 
examination. The other findings in the 8 pa- 
tients conformed to expectations. 


TREATMENT 


Treatment of this syndrome should consist of 
corrective and supportive measures, and if neces- 
sary, substitutional hormone therapy. The first 
object should be to correct the psychogenic dis- 
order which requires the aid of a good psychi- 
atrist. Since electrolyte imbalance which is 
caused by adrenal insufficiency is the most se- 
rious functional disturbance, supportive meas- 
ures should consist chiefly of sodium salts to 





Fig. 3, Case 7 
(Left) D. L., aged 17 years. Weight 126 pounds 


(loss of 60 pounds) asthenia. Onset, undeter- 
mined. Blood pressure 96/74; basal metabolic 
rate minus 45 per cent; libido nil. (Right) 
13 months later. Weight 183. pounds. Easily 
fatigued. Blood pressure 114/78; basal meta- 
bolic rate minus 36 per cent; occasional noc- 
turnal emission, Treatment: 8 grams table salt 
daily; desiccated thyroid and anterior pituitary 
extract intramuscularly. 


SOUTHERN MEDICAL JOURNAL 


April 1943 


maintain proper electrolyte balance if possible. 
Eight to twelve grams of table salt or equal parts 
of sodium chloride and sodium citrate to make up 
this amount may be given. Adequate vitamin 
therapy, particularly vitamin B complex and 
vitamin C, should be included. General measures 
such as ample rest, prevention of infections and 
palatable food stuffs in a well balanced diet 
should be encouraged. Hormone therapy may 
be employed, consisting of fractional doses of 
thyroid, beginning with % grain a day and in- 
creasing the dosage gradually until the total 
dosage measures 2 and not more than 3 grains a 
day, even though the basal rate has not been 
brought up to normal. Means! has warned 
against large doses of thyroid in Simmonds’ dis- 
ease and allied conditions for fear of producing 
an adrenal crisis. Even though the basal rate 
does not approach normal on a total of 2 to 3 
grains of thyroid a day, larger doses are of no 
added benefit. Estrogen therapy by mouth, 
either in the form of natural or synthetic estro- 
gens, may be added. This is a simple plan of 
treatment and may be carried on for months 
providing the patient is not regressing. If, after 
a fair trial on this plan, no progress has been 
made or the patient shows evidence of further 
regression, additional therapy may be employed, 
such as that recently advocated by Williams and 
Wittenberg,!® who implanted pellets of desoxy- 
corticosterone acetate and testosterone in pa- 
tients with a similar syndrome which they termed 
Simmonds’ disease. Instead of the implants these 
hormones may be injected. Such treatment is 
substitutional and could not be expected to give 
permanent relief, but may carry the patient along 
until that time when spontaneous recovery would 
ensue. Those who do not improve after about 
one year’s time offer an unsatisfactory prognosis. 


SUMMARY 


From the experimental and clinical evidence 
at hand functional pituitary failure may follow 
inanition. Failure of this keystone endocrine 
structure is followed in most instances by re- 
gressive changes in the thyroid, adrenals and 
gonads with subsequent impairment of these 
glands. 

The clinical signs in functional anterior pituit- 
ary failure are not unlike those seen in early 
Simmonds’ disease where there is anatomical de- 
struction of the anterior hypophysis, or in some 
instances of chiasmal tumors where the tuber 
cinereum is involved chiefly, with the anterior 
hypophysis spared. 

It is advanced that there is an inherent weak- 
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ness in the pituitary gland that is functionally 
depressed by inanition. Since gastric disturb- 
ances and anorexia are a part of the syndrome of 
Simmonds’ disease and are considered secondary 
to pituitary destruction, is it not possible that 
the same sequence of events occurs in anorexia 
nervosa? The thought is advanced that the 
psychic upset in this latter condition suppresses 
pituitary function and that anorexia and emacia- 
tion follow. 

The plan of treatment recommended is cor- 
rection of the psychic upset and support of 
adrenal deficiency. Substitutional hormone 
therapy should be added as indicated. 
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DISCUSSION (Abstract) 


Dr. H. Wallace Blanton, Richmond, Va—The 
pituitary (anterior lobe) is termed the “master gland’”’ 
of the endocrines; its functions are widely interrelated 
with the gonads, thyroid, pancreas and adrenals. 

A fairly recent paper (February, 1942), by Escamilla 
and Lisser of the University of California in the Journal 
of Clinical Endocrinology, reviews the whole subject 
with an exhaustive analysis of 595 cases with more or 
less suggestive evidence of Simmond’s disease. They 
found 101 of these cases proved clinically and patholog- 
ically. In this paper the authors enumerate eight 
groups, namely: (1) typical clinical cases with pathologic 
verification (101); (2) typical clinical cases without 
pathological findings; (3) suggestive cases; (4) cases 
in which diagnosis seems doubtful; (5) cases showing 
destructive lesions of the pituitary without typical 
clinical findings; (6) typical clinical findings with nor- 
mal pituitary; (7) cases reported without sufficient 
data for classification; (8) typical cases of anorexia 
nervosa. 

H. Zondek in “Diseases of the Endocrine Glands” 
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describes Simmond’s disease, which he terms “cachexia 
hypophysiopriva.” He emphasizes the salt and water 
retention in these cases, citing Volhard’s water test 
where 1,000 c. c. of water are taken early in the morn- 
ing in 1 hour; during the following 4 hours urine is 
voided at 30-minute intervals. Healthy individuals ex- 
crete practically all of the 1,000 c, c. in 4 hours. In 
Simmond’s disease, about 100 c. c., or one-tenth ot 
the amount, is excreted. Sodium chloride, 10 grams 
(150 grains) taken orally is also retained in these cases. 
It seems practically impossible to distinguish anorexia 
nervosa from Simmond’s disease except by autopsy. 

An interesting point is that in certain cases, which 
have been described, there has been almost complete 
destruction of the pituitary without any symptoms of 
anorexia nervosa or Simmond’s disease. 

Also, there have been many cases reported which 
showed the typical clinical picture of anorexia nervosa 
and Simmond’s disease, but which at autopsy showed 
no pathology of the pituitary. This is somewhat con- 
fusing. 

That the large majority of these cases occur in 
women (70 per cent or more) is a significant fact. 

We should distinguish between Simmond’s disease 
and anorexia nervosa in any discussion of this subject, 
as Simmond’s disease has a pathologic basis and anorexia 
nervosa is admittedly functional, although they may 
present identical clinical pictures in the early stages, 
and Simmond’s disease is diagnosed only at autopsy. 

If we eliminate Simmond’s disease and confine our 
discussion to anorexia nervosa, it seems to me that 
there is a difference of opinion as to cause and effect. 
Is it possible to prove that the depressed anterior 
pituitary function, which in turn causes secondary 
gonadal, thyroid, and adrenal dyscrasias, is primarily 
due to the psychic effect, or does the psychic or neurotic 
element precede and in turn cause the glandular 
dysfunction? 


Diabetes mellitus is recognized and accepted as a 
disease entity, when we find the clinical picture of 
thirst, loss of weight, sugar in the urine and elevated 
blood sugar; but frequently these same cases show no 
pathology of the islands of Langerhans at autopsy. 
This disease is thought to be caused in some cases 
by a disturbance of the nervous system or to be of 
neurogenic origin. As a proponent of the theory that 
the psychic element predominates primarily and causes 
the glandular dysfunction, I would cite a few illustra- 
tions, such as cessation of menstruation from fear of 
pregnancy, cessation of gastric function from emotional 
strain, cessation of bladder control from excitement 
(football), cessation of salivary secretion from fear in 
speakers and singers. 


When we delve into functional diseases such as 
anorexia nervosa we are forced to the conclusion that 
the nervous system has a marked effect on the 
physiology of the body, particularly the endocrine 
glands, and I am forced to the conclusion that much 
that is written about the hypophysis is hypothesis. 


Dr. Sexton (closing). —In closing I want to stress the 
recognition of pituitary failure whether it be on a 
functional or organic basis and the proper management 
of the condition as outlined in the paper. 
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GASTRO-INTESTINAL DISORDERS AS 
SEEN IN AN ARMY STATION 
HOSPITAL* 


By I. J. Pincus, M.D.t 
Philadelphia, Pennsylvania 


The purpose of this discussion is to acquaint 
medical men remaining in civilian practice with 
the problems arising when their patients with 
gastro-intestinal symptoms are inducted into the 
army. Also, we should like to acquaint these 
men with the method and the routine of care 
provided for these soldiers. 

Medical attention in the armed forces differs 
considerably from similar care in civilian life. 
The prime reason for this is that no soldier is re- 
turned to his company until it is felt that he 
is able to do full duty, requires no medication 
and no special diet. We are particularly inter- 
ested in the latter. It is impossible in the army 
to provide for any diet but the regular army 
diet, which, although nutritious, often consists 
largely of foods which many of these soldiers 
have avoided for years. In the army a patient 
with acute gastro-enteritis who would have been 
treated, in civilian life by rest in bed on a liquid 
diet for a day or two, then a soft diet for a day, 
and then permitted to resume activities and 
gradually liberalize his diet over a five- or six- 
day period, would be treated in the army by 
hospitalization for this ten-day period. Hence, 
the extent of hospitalization in the army is far in 
excess of what would be expected in the ordinary 
course of events by the civilian practitioner. 
This is true both of the length of hospitalization 
and the type of patient who is admitted. 

The Station Hospital at Camp Lee is a fixed 
hospital with approximately 1,900 beds at pres- 
ent. It serves the camp which is a Quartermaster 
Replacement Training Center. At, or soon after 
induction, a trainee is stationed at this camp. 
He receives eight to twelve weeks of intensive 
training, including a course of basic military 
training and schooling in one of the various 
branches of the quartermaster’s art. Hence, we 
draw largely from the group of newly inducted 
trainees from all parts of the country who re- 
main with us for only a short period of time. 
Then they are transferred to some other unit 


*Read in Section on Gastroenterology, Southern Medical Asso- 
ciation, Thirty-Sixth Annual Meeting, Richmond, Virginia, No- 
vember 10-12, 1942. 

tFirst Lieutenant, Medical Corps, U. S. Army; Station Hos- 
pital, Camp Lee, Virginia. 
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where they act as quartermasters in the infantry, 
field artillery, and so on. ? 

When a man does not feel well he reports 
to his regimental dispensary for sick call. There 
are nine dispensaries at Camp Lee. His com- 
plaints are evaluated, a brief physical examina- 
tion is made, and if the medical officer believes 
that brief treatment is necessary this is dispensed 
directly. Occasionally, if bed rest is to be re- 
quired for less than twenty-four hours, the man 
may be sent to quarters. If, on the other hand, 
the attending surgeon believes that further studies 
are required, or if the complaint does not dis- 
appear in short order, the soldier is ordered into 
the hospital for consultation or admission. 

The station hospital differs from the general 
hospital in that certain facilities are lacking for 
the study of complicated or obscure cases. In 
addition to this, cases which have required hos- 
pitalization in excess of sixty days are ordinarily 
referred to a general hospital for further diag- 
nosis and treatment. However, in the sphere 
of gastro-enterology we have at our disposal all 
the equipment necessary for a complete study ex- 
cept a gastroscope, and should it be felt that 
examination with this instrument is necessary 
the soldier would have to tbe transferred to a 
general hospital. We are extremely fortunate in 
that our radiologic department is fully equipped 
and is staffed by men who are particularly in- 
terested in disease of the gastro-intestinal tract. 
I am firmly convinced that no better x-ray ex- 
aminations are available in any community. 

The diagnoses on discharge of 1,962 cases 
were studied and many of the charts were re- 
viewed. These cases were admitted between Sep- 
tember 1, 1941, and August 31, 1942. This 
sample was considered as adequate for any statis- 
tical purposes. Table 1 presents the cause for 


COMPLAINTS FOR WHICH CASES STUDIED WERE AD- 
MITTED TO THE STATION HOSPITAL, SEPTEMBER 
1, 1941-AUGUST 31, 1942 
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admission and the service to which the patient 
should have been admitted. 

We wish to draw particular attention to the 
group of medical, non-respiratory patients, 415 
in number. Of these the gastro-intestinal cases 
constitute 31.3 per cent, although they are only 
6.6 per cent of the total number of cases ad- 
mitted. Because the importance of the group 
with gastro-intestinal disorders was appreciated, 
on September 1, 1942, a ward with 35 beds was 
set aside for the study and treatment of these 
cases. Soon a second ward was established and 
it has been found that these two wards do not 
offer a sufficient number of beds for the man- 
agement of all the soldiers with abdominal com- 
plaints. 

During the first two months since this serv- 
ice was established, 111 patients were com- 
pletely studied. Table 2 shows the diagnosis in 


this group. I should like to consider briefly the. 


group with peptic ulcers. In three instances the 
diagnosis was made clinically, hut x-ray examina- 
tion was repeatedly negative. These three cases 
were diagnosed “hyperchlorhydria” and have 
been placed on limited service with provisions 
made so that they will be able to obtain a spe- 
cial diet and will not be sent on foreign duty. 
Of the twenty-one cases proven by x-ray, 18 
were duodenal, 3 were gastric. When the diag- 
nosis was confirmed by x-ray, the soldier was 
honorably discharged with a certificate of dis- 
ability. 

Table 3 presents some interesting data con- 
cerning these 21 cases with proven ulcer. Ten 
of these men had been in the service for two 
weeks or less when admitted to the hospital, 
only two had served for over one year. It 
hardly seems likely that eating army food for 
less than 24 hours should have initiated the 
symptoms as occurred in at least three of these 
cases. At least three of the group stated that the 
attack started several days prior to induction 
although they had been careful of their diets, 
and in this group it certainly seems that some 
factor other than diet was operating. 


DIAGNOSIS IN 111 CASES STUDIED ON GASTRO-INTES- 
TINAL SERVICE, SEPTEMBER 1, 1942-NOVEMBER 1, 1942 
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Are peptic ulcers more common in the army 
than in civilian life? Certainly they are treated 
more drastically in the army, our attention being 
directed to them in a very positive fashion. If 
a soldier presents himself at his dispensary 
with a history in any way suggestive of ulcer, 
he is immediately referred into the hospital for 
study; on the other hand, a mild gastro-intestinal 
upset, a psychoneurosis which is not disabling, 
is treated at the dispensary and is never seen 
at the station hospital. Therefore, the relative 
number of ulcer patients seen on the ward is 
exaggerated because of the screening which oc- 
curs. I can speak of only a short experience, 
but it would seem that activation of peptic 
ulcers occurs quickly after an ulcer patient is 
inducted. I should rather ascribe this to emo- 
tional factors than to diet. Also, the large ma- 
jority occurred in persons who have had ulcers 
proven prior to induction, or a satisfactory his- 
tory suggesting previous episodes of peptic 
ulceration. I feel that patients with ulcers are 
pushed to the fore in army medicine, hospital- 
ized for a long period of time, and then usually 
discharged from the service. Hence, they con- 
stitute a serious problem. However, I doubt 
that they are more common in the army than in 
civilian life. 

Naturally, this can be no more than specula- 
tion. In order to obtain adequate data in this 
respect the incidence of ulcers among trained 
troops must be studied. If these men develop 
ulcers frequently, after the group mentioned 
above has been screened out, then we must con- 
fess that this disease is more common, and its 
occurrence may be caused by the various fac- 
tors operating in the armed services. 


Those cases to which we may refer as func- 
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tional gastro-intestinal, psychoneuroses_ with 
gastro-intestinal complaints, or many other desig- 
nations form the largest and most difficult group 
with which we have to deal. A brief interview 
and a superficial personal and social history in- 
variably place this group among the psychoneu- 
rotics. The tentative diagnosis of psychoneurosis 
is made as a positive diagnosis when the patient 
is first seen, not by exclusion. 

The management and disposition of this group 
is exceedingly difficult and time-consuming. With 
the first interview we stress that we are willing 
to listen to their complaints and eager to help 
them. A soft diet is ordered for the patients, 
an anti-spasmodic drug is usually administered 
as well as frequent reassurance. Complete studies 
are carried out and by the time the reports have 
been returned, the patient is generally symptom- 
free. We then call the man aside, sit down com- 
fortably in the office and discuss with him the 
mechanism of pain and distress due to emotions, 
explain the problem, let the patient discuss any 
possible reason for the onset and continuation of 
his distress. The patient is then permitted to 
eat at the regular mess and, if he remains symp- 
tom-free, he is discharged to duty. When the 
pain recurs, as it often does, further discussion 
is attempted and if the symptoms continue the 
patient is referred to the neuropsychiatry de- 
partment for further treatment, discussion, ad- 
vice as to disposition and frequently a certifi- 
cate of disability discharge from the army. 

This therapy is long drawn out and often 
discouraging. If we could adequately follow 
up our cases so that we could know whether 
or not those soldiers sent back to duty as 
apparently cured are actually rehabilitated, 
the results might be more heartening. However, 
more frequently than we like, these men return 
to us, or to someone at the next station, with 
recurrence of all their symptoms. 

There are several interesting sidelights on 
this group. Many men say that they said noth- 
ing to their inducting physicians about their 
“weak stomachs” and many enlisted with the 
hope that the clean living and regular dietary 
habits of the army would “straighten them 
out.” Some of them actually did succeed in 
getting by satisfactorily for a time, with the 
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symptoms appearing after an assignment which 
was not to their liking. Another interesting 
group consists of severe cases in patients who had 
adjusted satisfactorily in civilian life, worked 
steadily and lived with their symptoms. When 
they were forced to set aside the life to which 
they had become adjusted, their symptoms be- 
came more severe and with all that we tried to 
do, we have been unable to render this group 
symptom-free. We feel that this group is defi- 
nitely better off if discharged from the army 
and permitted to return to their civilian niches. 

I should like to stress one thing. It really 
makes little difference insofar as a man’s ability 
to do his job in the army whether his symptoms 
are due to a real organic disease, to one of the 
intermediate illnesses, as peptic ulcer, or to a pure 
psychoneurosis. A man who is unable to eat the 
regular army diet, who develops frequent attacks 
of “indigestion,” who will, because of this, be 
dissatisfied, unhappy, unable to perform his as- 
signed duties, is more of a detriment than an 
asset in the army. The mere “exclusion” of a 
peptic ulcer by adequate x-ray examination is 
not enough. The induction of patients with 
severe psychoneuroses into the army causes poor 
morale in their companies, repeated hospitaliza- 
tion, discharge from the army, difficulty in re- 
establishing themselves in civilian life and again 
raises the problem of compensation for these men. 
Twenty-five per cent of all cases now discharged 
on C. D. D. are discharged for psychoneurosis. 

The miscellaneous group consists of gastro- 
intestinal disturbances similar to those seen in 
any clinic or office. Treatment and manage- 
ment likewise are similar to that in civilian prac- 
tice. Table 4 lists the occurrence of various dis- 
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eases as encountered. Further comment is not 
necessary here except that the number with acute 
diarrhea is surprisingly small. This may be a 
false picture, since in a camp such as ours ade- 
quate sanitary facilities are always available and 
mild cases are treated in the dispensary without 
hospitalization. 

I should like to say a few words about the 
assistance rendered by the Red Cross. This or- 
ganization obtains for us complete social service 
histories which are frequently of inestimable 
service in dealing with the group of psycho- 
neurotics. They also provide a service which 
we employ for many of the soldiers being dis- 
charged from the service, namely, vocational re- 
habilitation. They atteinpt to train these men 
for some type of work which is valuable for the 
war effort and to place them in suitable jobs. 
Follow-up is obtained in medical and psychiatric 
clinics when possible for these men through the 
Red Cross agencies. 

In summary, I feel that since my observations 
have been made for only a short period of time, 
and since we have seen only a part of the pa- 
tients admitted to our hospital with gastro- 
intestinal complaints, we are not qualified to 
draw any definite conclusions from this study. 
The purpose of this paper has been, as I men- 
tioned at the outset, to present our problems 
and our methods of dealing with them. Certain 
facts do stand forth clearly, however: First, 
gastro-intestinal disorders are extremely com- 
mon in our armed forces. The medical officers 
at the various dispensaries estimate that of the 
100-150 men reporting daily at sick call 5-15 per 
cent present because of some abdominal distress. 
A detailed analysis of figures from the dispen- 
saries would certainly be extremely helpful. 


Secondly, the problem of peptic ulcer, though 
important and serious, is relatively simple as 
compared with the problem of the psychoneurotic 
with abdominal symptoms. It is extremely dif- 
ficult to decide which of the psychoneurotics 
can be rehabilitated and which ones had best 
be discharged from the service. This is par- 
ticularly true since adequate follow-up is impos- 
sible. As our observations are continuing we 
are coming more and more to believe that as 
with most ulcer patients, most moderately severe 
or severe psychoneurotics had best be discharged 
from the service. 
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PEPTIC ULCER IN THE ARMY* 


By Henry M. Tuomas, Jr., M.D.t 
Baltimore, Maryland 


It has become apparent that there are certain 
differences in the behavior of peptic ulcer symp- 
toms in soldier and civilian patients. The 
relatively large number- of such cases which is 
to be seen in every Army hospital suggests either 
that the disease is suddenly on the increase or 
that the diagnostic criteria are faulty and in- 
adequate. The probable answer lies in the in- 
creased use and improved technic of gastro- 
intestinal x-ray studies since World War I. It 
is fair to say that whereas most of these soldier- 
patients suffered from ulcer symptoms prior to 
induction into the Army, practically none of 
them had been x-rayed and many had not even 
consulted a physician. 

At Fort George G. Meade, Maryland, we were 
impressed by the fact that many cases of peptic 
ulcer were refractory to medical treatment while 
under observation in the Station Hospital. We 
were also impressed by the large proportion of 
cases presenting evidence of anxiety neurosis. 
At my suggestion Major Charles A. Flood,’ who 
at that time was a member of the staff of Gen- 
eral Hospital No. 2, which was temporarily 
stationed at Fort Meade, tabulated and analyzed 
the cases which were admitted to the Station 
Hospital during the year from April 29, 1941, 
to April 19, 1942. The results of this study are 
incorporated in this paper. 

Of the seventy-five cases of peptic ulcer 
seventy-one had duodenal lesions and in only 
four cases was the ulcer situated in the stomach. 
This gave a ratio of eighteen cases of duodenal 
ulcer to every case of gastric ulcer. The low 
incidence of gastric ulcer as compared with duo- 
denal ulcer probably is explained by the fact 
that gastric lesions are uncommon under the age 
of thirty, and the Army is composed largely of 
men who are below that age level. 

The commonest symptom which necessitated 
hospital admission was persistent moderate ab- 
dominal discomfort. Severe pain was encounter- 
ed ‘only in exceptional cases. In civilian life, 
the majority of these patients would have been 
placed under ambulatory rather than hospital 





*Read in Section on Medicine, Southern Medical Association. 
Thirty-Sixth Annual Meeting, Richmond, Virginia, November 
10-12, 1942. 


jLieutenant Colonel, Medical Corps, U. S. Army; Medical Con- 
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treatment inasmuch as the symptoms were usual- 
ly quite mild. The Army, however, provides 
hospital treatment for all soldiers who are not 
well enough to carry on full active duty. 

There were five cases of duodenal ulcer which 
were admitted with acute perforation. All five 
patients were operated upon within a few hours 
of the onset of acute symptoms and did well. 
Four other cases were admitted with gross hem- 
orrhage. In only one case was the bleeding pro- 
fuse. This individual responded well to bed 
rest, Meulengracht diet and transfusion. 

Ninety-three per cent of the patients in this 
series who were recent inductees gave a history 
of symptoms which existed prior to induction. 
The fact that symptoms of ulcer usually ante- 
dated induction into the Army corresponds with 
the recent reports of British experience. Hurst,” 
for example, says that approximately ninety 
per cent of soldiers with ulcer in the British army 
hospitals had had the disease prior to entering 
the army. 

While the large majority of the patients were 
inductees, there were also eleven soldiers in the 
group under study who had been in service for 
years as members of the regular army. These 
soldiers were hospitalized because of digestive 
symptoms of recent onset. Most of them re- 
sponded well to medical treatment. 

The program of treatment which was admin- 
istered to these patients was similar to that which 
would be employed in civilian practice except 
that hospitalization was provided for all. The 
majority of patients were placed on partial bed 
rest, an ambulatory ulcer type of diet, colloidal 
aluminum hydroxide and antispasmodics. When 
symptoms were severe enough to warrant it com- 
plete bed rest and feedings every one to two 
hours were provided. 

Only one-third of the patients were relieved 
of their symptoms within the first two weeks of 
treatment. The remaining two-thirds of the 
group continued to complain of abdominal pain 
or discomfort for a longer period. Approxi- 
mately one-half of the entire group continued to 
have some gastric symptoms even after four 
weeks of hospitalization. 

The rate of symptomatic improvement in this 
series of cases may be compared with the results 
of medical treatment in a large series of civilian 
cases of duodenal ulcer reported by St. John 
and Flood.* These authors, in a study of 225 


cases of duodenal ulcer in which the symptoms 
were severe enough to necessitate hospital ad- 
mission, found that two-thirds of their patients 
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secured complete symptomatic relief within the 
first two weeks of treatment, whereas in the cases 
at Fort George G. Meade, two-thirds of the pa- 
tients continued to have symptoms beyond the 
first two-week period. In the civilian series, im- 
mediate relief of symptoms during the first day 
in the hospital was commonly observed. Imme- 
diate symptomatic relief was secured in only four 
cases in the Fort George G. Meade series. 

The diagnosis of ulcer was established mainly 
by roentgenologic examination. A second x-ray 
study was carried out after a period of two to 
four weeks of treatment both in cases of gastric 
and duodenal ulcer. The second examination 
served a two-fold purpose. It yielded an ob- 
jective estimate of the degree of response to 
treatment and it also confirmed the original 
diagnosis in cases of duodenal ulcer where per- 
sistent deformity was the only x-ray finding. 

Of the four cases of gastric ulcer in this se- 
ries, three were re-examined by x-ray after a 
period of treatment. Re-examination in each in- 
stance showed the ulcer crater to be of approxi- 
mately the same size as on the original examina- 
tion. The check-up examinations were carried 
out respectively after two weeks, six weeks and 
in the third case, on two occasions after three 
and six weeks of treatment. These findings were 
interpreted as showing a marked delay in the 
healing of simple gastric ulcer. Two of these 
three patients continued to complain of symp- 
toms throughout the period of hospitalization 
until they were finally discharged from the 
Army. The third patient was symptomatically 
relieved after two weeks of treatment. The de- 
layed healing which was demonstrated by x-ray 
examination in these cases was very definite 
when comparison is made with the usual be- 
havior of gastric ulcer under treatment. Jordan 
and many others have emphasized the fact that 
craters in the stomach usually diminish rapidly 
in size during the first two to three weeks of 
treatment. Ninety per cent of gastric ulcers 
disappear completely by x-ray within eight weeks 
of treatment.* It is therefore clear that in our 
cases of gastric ulcer the observed failure of the 
crater to diminish in size under therapy repre- 
sented a marked delay in healing. 

The roentgenologic findings in the patients 
with duodenal ulcer also showed evidence of de- 
layed healing in many instances. When a crater 
was demonstrable in the duodenal bulb on the 
first examination, the second study showed it to 
persist in about half of the cases. 

Ulcer craters in the duodenal bulb were dem- 











Vol. 36 No.4 


onstrated in 25 of 61 cases examined shortly 
after hospital admission. When complications 
such as gross hemorrhage and, of course, perfora- 
tion, were present, no early x-ray examination 
was carried out and hence these figures do not 
cover all cases in this series. Ulcer craters 
would probably have been demonstrated in a 
higher percentage of cases, if compression tech- 
nic had been available. Of the 25 cases with 
demonstrable crater, 14 were subjected to re- 
examination after two to three weeks of treat- 
ment. Seven, or half of these 14 cases, still 
showed a crater on the second examination and 
the examining roentgenologist indicated that im- 
provement had not taken place in spite of 
therapy. . 

Tn the cases where no crater was demonstrable, 
but where indirect signs of ulcer activity were 
present, follow-up examination yielded a similar 
impression. Local tenderness over the duodenal 
cap was reported in 33 cases. Eighteen of these 
cases had re-examinations and the tenderness was 
still found present in 12 of them. Similarly, 
local irritability was described in 33 cases in 
the first examination. It persisted in 14 of 20 
patients who had second examinations. Further- 
more, in two individuals, craters were demon- 
strated on the second examination although none 
had been seen before. Two other patients de- 
veloped local tenderness and irritability after 
approximately three weeks of treatment, although 
no x-ray signs of ulcer activity had been present 
before. 

It is apparent from these roentgenologic ob- 
servations that healing of the ulcer as seen by 
x-ray was delayed in a considerable percentage 
of cases, in spite of treatment. Half of the pa- 
tients with craters who had follow-up examina- 
tions showed little or no improvement. More 
than half of those cases in which the x-ray evi- 
dence of ulcer activity rested entirely on the 
finding of a duodenal deformity with associated 
tenderness, irritability and spasm, showed little 
or no improvement after two to three weeks. 
It is generally recognized that most patients with 
duodenal ulcer in civilian practice showed marked 
improvement both symptomatically and radio- 
graphically after two or three weeks of careful 
medical therapy, provided no complications are 
present. Failure to improve is observed in only 
a small minority of cases in contrast to the ex- 
perience in the Army. 

The x-ray studies in this series of cases re- 
vealed another finding of interest, although not 
related to the problem of healing. Five cases 
which were originally diagnosed as duodenal 
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ulcer on the basis of the first x-ray examination 
failed to have this diagnosis confirmed when the 
studies were repeated. The findings were quite 
similar in each of the five cases. The initial 
x-ray examination was interpreted as showing a 
duodenal deformity with or without tenderness 
and irritability, suggestive of a duodenal ulcer. 
After a period of treatment consisting of rest, 
an ambulatory ulcer type of diet, amphogel and 
tincture of belladonna in full physiologic dosage, 
the examination was repeated. The second ex- 
amination was interpreted as showing a normal 
first portion of duodenum without any deformity 
suggestive of either a recent or old ulcer. 

On careful review, it was impossible in any 
of these cases to be absolutely certain that the 
individual actually had an ulcer. Consideration 
of both the clinical and x-ray findings led to the 
conclusion that the differential diagnosis lay be- 
tween an ulcer and an irritable duodenum or 
so-called “duodenitis.” Whether the discrep- 
ancy in the x-ray findings was due to a differ- 
ence in professional interpretation or was due 
to improvement resulting from treatment by diet, 
rest and antispasmodics, could not be decided. 
The important aspect of the problem was that 
it emphasized the desirability of a confirmatory 
x-ray examination before making a final diag- 
nosis of duodenal ulcer. This is especially true 
in the Army because a definite diagnosis of 
ulcer usually results in discharge of the soldier 
from the Army with a certificate of disability. 
The five patients in one group with equivocal 
x-ray findings were given the benefit of the 
doubt and were permitted to return to active 
duty. The fallibility of the x-ray in the diag- 
nosis of duodenal ulcer was illustrated by a pa- 
tient in our series who complained of typical 
ulcer pain, but had had two negative gastro- 
intestinal series in this hospital. Within one 
month after discharge, this soldier was read- 
mitted and operated upon for a perforated duo- 
denal ulcer. 

An additional group of cases in our series 
merits special description. These are the pa- 
tients who were admitted complaining of abdom- 
inal distress and whose x-ray studies showed a 
duodenal deformity typical of a recent or old 
ulcer without any evidence of ulcer activity 
either in the form of a crater or tenderness, 
irritability and pylorus spasm. Other evidences 


of ulcer activity such as occult bleeding were 


also lacking in these cases. 

There were six cases of this type in the series, 
showing only a duodenal deformity without any 
direct or indirect evidence of ulcer activity. All 
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of them experienced a prompt subsidence of 
symptoms within the first week of ulcer treat- 
ment in contrast with the discouraging clinical 
course of most of the patients in our series. After 
approximately three weeks of treatment, five of 
the six patients were given a trial on the regular 
mess hall diet. They tolerated the regular diet 
without any difficulty and they were then per- 
mitted to return to duty. 

As stated earlier, there were eleven patients 
in this series who had been in service for years 
as members of the regular peacetime Army, men 
who had chosen the Army as a career. In gen- 
eral, this group responded well to treatment 
Symptoms subsided completely in less than a 
week in 7 of the 11 cases. Follow-up roentgen- 
ologic examinations after treatment were car- 
ried out in six cases and showed marked im- 
provement in all but one case. Of the four 
patients who did not respond promptly to treat- 
ment, two became symptom-free after approxi- 
mately four weeks. The other two patients 
were transferred to a general hospital for fur- 
ther care and disposition after several weeks of 
ineffective treatment. Both of the latter in- 
dividuals were regarded as highly neurotic. All 
of the other nine patients in this group returned 
to active military duty. 

Forty-seven patients in the group were studied 
from the neuropsychiatric point of view. Twenty- 
five of the 47 cases presented symptoms of an 
anxiety state or anxiety neurosis. Their wor- 
ries were related in some cases to domestic or 
financial problems. However, most of the group 
with obvious anxiety symptoms were chiefly 
concerned over their own state of health and 
their ability to make an adjustment to the mode 
of life and the diet of the Army. The impres- 
sion given by most such individuals was that 
they were really not desirous of making a satis- 
factory adjustment to the difficulties of Army 
life. Symptoms of anxiety usually persisted 
throughout the period of hospitalization, or at 
least until discharge from the Army was defi- 
nitely assured. Efforts at reassurance were of 
little or no avail. Detailed psychiatric treat- 
ment could not be undertaken in any of our 
patients, however, on account of the large vol- 
ume of more pressing duties of the small psy- 
chiatric service. 

Fourteen of the 25 patients continued to com- 
plain of symptoms after more than a month of 
treatment. Seven patients had symptoms which 


lasted for two to four weeks, and only four in- 
dividuals obtained complete relief within the 
first two weeks of treatment. 


In short, almost 
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all of the patients with obvious anxieties did 
badly under treatment. 

On the other hand, those soldiers who were 
regarded as having relatively stable personali- 
ties did comparatively well symptomatically. 
There were 22 patients who were considered to 
be relatively stable. Thirteen of the 22 cases, 
or nearly two-thirds, experienced complete 
symptomatic relief within two weeks. Two pa- 
tients were relieved within four weeks and seven 
continued to have symptoms for more than a 
month. The results of treatment, therefore, were 
much better in the stable than in the neurotic 
group. This was particularly well shown in the 
group of soldiers of the regular Army, most of 
whom responded well to treatment and were 
well adjusted to life in the Army, as mentioned 
earlier. 


DISCUSSION 


This study of 75 cases of peptic ulcer in sol- 
diers has shown that in the majority of cases 
the response to treatment in the Army was slow 
and unsatisfactory as compared with civilian ex- 
perience. Two-thirds of the patients continued 
to have symptoms for longer than two weeks 
under treatment, and many of them for over a 
month. Roentgenologic studies showed that 
there was an actual delay in the healing of the 
ulcer, demonstrable in many cases when the 
symptomatic improvement was retarded. Pro- 
tracted symptoms were often associated with ar 
obvious anxiety state or neurosis. This was con- 
sidered to be the underlying reason in most cases 
for failure to improve under treatment with the 
same rapidity as is expected in civilian patients 
with ulcer. 

Relief of the anxiety state or improvement in 
the neurosis depended entirely in some cases and 
in large part in others on the patient’s being 
discharged from the Army. This fact has been 
recognized at one of the large Southern camps 
and in that Station Hospital® peptic ulcer cases 
are brought before a board to initiate discharge 
for disability as soon as the diagnosis of ulcer 
has been clearly demonstrated. In that hos- 
pital results of treatment are as good or better 
than those reported by St. John and Flood* and 
other civilian authors. Similarly good results are 
obtained in Army General Hospitals where the 
atmosphere is calm and quiet and patients realize 
that they are soon to be separated from the 
armed forces. Major Chamberlin® has reported 
such observations at Lawson General Hospital 
and quotes similar results at Tilton General 
Hospital by Lieutenant J. E. Berk. One is con- 
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fronted, then, by the inescapable conclusion that 
practical psychotherapy is a necessary part of 
successful treatment of peptic ulcer and a corol- 
lary conclusion that military service precludes, 
in most cases, such psychotherapy. 

The lack of attention given in this paper to 
variations in dietary and medicinal treatment may 
strike specialists in gastro-enterology as an over- 
sight. It is becoming increasingly clear, how- 
ever, that what might be called symptomatic 
treatment of ulcer is not the complete answer 
to the ultimate cure of the lesion. More and 
more testimony’ is available to show, for in- 
stance, that a modified Meulengracht diet is as 
good as a milk and cream diet even for a bleeding 
ulcer. For years the use of blunting powders 
has been questioned and the more recent con- 
troversy over intragastric drip therapy® involves 
a modification which is of use only in a very 
small group of cases. The clear-cut observa- 
tions of Wolf and Wolff® on a 56-year-old man 
through whose forty-eight-year-old gastric fistula 
a collar of gastric mucosa similar to that within 
the stomach has protruded, prove beautifully the 
effect of emotion on secretion, motility and blood 
supply of the gastric mucosa. They conclude 
that: 

“Tt appears likely, then, that the chain of events 
which begins with anxiety and conflict and their asso- 
ciated overactivity of the stomach and ends with 
hemorrhage or perforation is that which is involved in 
the natural history of peptic ulcer in human beings.” 

When viewed in a broad way the mass of ex- 
perimental and clinical observations which have 
been published recently emphasize the large part 
that is played by psychic factors!® in the pro- 
duction and continuation of peptic ulcer. A study 
of cases of peptic ulcer in the Army lends further 
proof to this concept. 


SUMMARY 


(1) Behavior of cases of peptic ulcer seen in 
Army hospitals has been analyzed. 

(2) Most recent inductees with ulcer respond 
poorly to symptomatic treatment until arrange- 
ments have been made for their separation from 
the Army. 

(3) Soldiers of the regular Army with stable 
personalities may respond well to treatment. 

(4) Anxiety state incident to induction intc 
the Army appears to be a ruling factor. 

(5) These findings are in agreement with re- 
cent experimental and clinical observations from 
civilian clinics. 
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DISCUSSION (Abstract) 


Dr. Donald T. Chamberlin, Atlanta, Ga—Our results 
with therapy for peptic ulcer at Lawson General Hos- 
pital compare favorably with those obtained in civilian 
practice. It may well be, as Colonel Thomas has inti- 
mated, that in a general hospital, the patients realize 
that final disposition of their cases is to be made, and 
therefore their anxieties and poor adjustments to the 
military life are quickly relieved. However, in civilian 
practice, patients must return to the same duties and 
environment that they were in before hospitalization, 
and therefore how can the adjustment problem loom 
so large in the Army? 

Physicians interested in duodenal ulcer have long 
known that the appearance of the lesion by x-ray may 
not change for many weeks or months, even with the 
most meticulous care. For this reason, the estimation 
of the progress of a duodenal ulcer by x-ray alone is 
not satisfactory. 

Colonel Thomas’ report of poor response to therapy 
in the Station Hospital is of unusual interest to me. In 
my experience, poor results in ulcer management are 
due to inadequate management or poor cooperation on 
the part of the patient. In the Army the latter is 
doubtless the most common source of error. Soldiers 
will smoke, and, particularly in the Southern states, 
will drink soft drinks, and it requires constant supervision 


to prevent it. 

Constant and painstaking attention to each individual, 
to his diet, his habits, his bowels, his social and economic 
problems makes for success in the treatment of ulcer. 
This applies so spectacularly in civil life that it should 
by all means be carried out in the military service. I do 
not believe that peptic ulcer is more severe in the Army 
than in civil life, but I do believe that the results of 
management of ulcer depend directly upon how carefully 
it is supervised. 

It is a mistake to return any patient with a peptic 
ulcer to duty unless unusual circumstances exist. Length 
of service and line of duty play a part in any considera- 
tion of disposition, but unless the officer or soldier can 
be assured of the accessibility of a proper diet at all 
times, he will inevitably suffer a recurrence. 
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SULFONAMIDE THERAPY IN SURGERY* 


By J. Ross Veat, M.D., F.A.CSS. 
and 


Roy G. Kiepser, M.D. 
Washington, D. C. 


The story of the sulfonamides began in 1908, 
when Gelmo first synthesized sulfanilamide. This 
compound was then used in the preparation of 
dyes for a quarter of a century before its antibac- 
terial properties were discovered. In 1932 
Mietzch and Klarer' obtained a patent on the 
production of the sulfone prontosil, and in 1935 
Domagk” published the first report showing the 
antibacterial action of this drug when used 
against streptococci in mice. This report was 
confirmed by the work of Levaditi and Vaisman,? 
and it was soon found that the active antibac- 
terial property of prontosil was due to its break- 
down into sulfanilamide. Since then, every field 
of medicine and surgery has adopted the use of 
the sulfone drugs to meet some of its problems. 
To list the surgical applications of this new 
therapy is not the purpose of this paper. The 
sulfonamides have been given for practically 
every condition which is in any conceivable way 
associated with every type of bacterial infection 
or contamination and have been applied locally 
with impunity in every body cavity. 

The local and systemic use of the sulfonamides 
in surgical diseases has interested us for some 
time.* Working in a large city charity hospital, 
we have had the opportunity of treating more 
than 2,000 surgical infections with sulfonamides 
during the past three years. These included all 
types of infected and contaminated wounds 
ulcerations, abscesses, cellulitis, and peritonitis. 
In this paper we wish to report some of the 
impressions we have received in treating these 
cases. 


The Local Action of Sulfonamides.—The bac- 
teriostatic action of the sulfonamide drugs against 
most organisms commonly encountered in in- 
fected wounds has been proved by many inves- 
tigators.4°® Unlike other antiseptic agents, 
these drugs exert a prolonged action on prac- 
tically all common pyogenic bacterial contami- 
nants. This effect is maintained for many hours 





*Read in Section on Surgery, Southern Medical Association, 
Thirty-Sixth Annual Meeting, Richmond, Virginia, November 
10-12, 1942. 

*From the Department of Surgery, Gallinger Municipal Hos- 
pital, Washington, D. C. 


after a single application. Lockwood’ §® has re- 
ported upon the mode of action of these drugs 
in infected wounds, and his theory has become 
generally accepted. He has shown that the sul- 
fones act locally by interfering with the nutri- 
tional requirements of certain bacteria. The ef- 
fect is dependent upon the concentration of the 
drug and limited by the amount of free peptone 
available from tissue necrosis. 

Several sulfonamides have been found effec- 
tive in combating infections, and extensive ex- 
periments have been made to correlate the spec- 
ificity and toxicity of these various drugs. Ex- 
periments in vitro devised to prove the superior- 
ity of one drug over the other are not well 
adapted to local use in surgical infections, for 
if an adequate amount is used in a well-pre- 
pared wound there is little specificity apparent, 
and one sulfonamide seems to be as effective as 
another, regardless of the bacterial flora. The 
greater solubility and rapid absorbability and 
the quicker local penetration favor sulfanilamide 
as the drug of choice.1° Being more diffusible, 
it gives a high local concentration much earlier 
than the less soluble sulfones.1! It is also less 
apt to cause a foreign body reaction or to re- 
main as a physical barrier to the primary union 
of contiguous wound surfaces. Recently Fox™ 
has suggested the use of the sodium salt of 
sulfadiazine for local application. This would 
permit the utilization of the greater antibacterial 
potency of sulfadiazine, which is also the least 
inhibited by the presence of para-amino benzoic 
acid. Being much more soluble than sulfanila- 
mide, it is readily absorbed, is not caustic, and 
does not seem to be harmful to tissues in the 
limited number of cases studied thus far. The 
actual choice of sulfonamide drugs for local use 
seems unimportant to us compared with the 
necessity for properly preparing the wound tc 
receive the drug.4* A certain degree of laxity 
has become apparent in the care of wounds as 
more dependence has been placed upon the 
ability of the sulfonamides to combat infection 
To pursue such a course will certainly prove 
costly. We are firmly convinced that the sul- 
fonamides have in no way replaced good sur- 
gical care. 

Preparation of Wounds.—Certain very defi- 
nite rules for the effective local use of these drugs 
have been apparent from the start. The presence 
of excessive organic debris makes the drug value- 
less, so adequate surgical debridement, with ex- 
cision of all non-viable tissue, has been repeat- 
edly emphasized. Collections of pus and blood 
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clots in a wound inhibit the local action of all 
sulfonamides. Thus the type of wound to some 
extent may limit the effectiveness of local ap- 
plications. Deep pocketed wounds and inacces- 
sible walled-off abscesses or draining fistulae 
cannot be benefited unless the wound is first 
converted into an open accessible area by proper 
surgical drainage.® 1% 

In a series of 80 grossly infected surgical 
wounds we made smears and plated cultures be- 
fore debridement and at frequent intervals dur- 
ing treatment. In practically all cases a mixed 
bacterial flora was found. To estimate the bac- 
terial growth in these lesions quantitatively, an 
arbitrary standard was devised. The wounds 
were each irrigated daily with 100 c. c. of sterile 
saline solution, and 1 c. c. of these washings 
was plated on blood agar medium. Following 
each irrigation, sufficient sulfanilamide powder 
was placed in the wound to “frost” the entire 
surface. Most of these wounds became sterile, 
as estimated by this method, after 3 to 6 days." 

Several warnings have recently appeared 
against the use of local anesthetics, such as pro- 
caine, in preparing wounds for the local applica- 
tion of any of the sulfonamides.-18 Although a 
derivative of para-amino benzoic acid, which 
Lockwood has shown to be one of the chief sul- 
fonamide inhibitors, procaine is much more 
rapidly absorbed than sulfanilamide and injected 
some distance proximal to the wound, so we feel 
that its use in contaminated wounds need not 
be abandoned, particularly in those cases where 
a better debridement can be secured if a local 
anesthetic is used.!® 


Influence of Sulfonamides on Wound Healing. 
—Wound healing in the presence of sulfonamides 
is still an unsettled subject. Retarded healing 
has been reported by several workers.?*4 Other 
surgeons have disclaimed this, observing no delay 
or weakness in primary union of experimental 
and clinical wounds and fractures.5-?8 In order 
to understand this discrepancy, biopsies were 
taken from the wound edges of 70 infected 
wounds, and repeated after local applications of 
sulfanilamide powder. In no instance was there 
gross or microscopic evidence that sulfanilamide 
kills fibroblasts or epithelial cells. Even sul- 
fanilamide, however, is slowly absorbed, so that 
in clean incised wounds it may act as a physical 
obstacle to healing. Sulfanilamide powder, when 
freshly applied, is frequently accompanied by 
increased oozing of small blood vessels. In sev- 
eral clean herniorrhaphies, in which 10 grams of 
powder was implanted subcutaneously to study 
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absorption rates, this oozing formed a hematoma 
and the serosanguinous fluid had to be drained. 
Because of these reactions we now tend to use 
much smaller doses than formerly, preferring to 
“frost” the surfaces of the entire wound, but not 
using an excessive amount at one application. 

The prolonged use of sulfonamide drugs by 
repeated applications of the powder to infected 
ulcerations and infected burns does retard heal- 
ing.* 47% In many wounds that received fre- 
quently repeated doses of the drugs, we noted 
slowing of healing. The granulation tissues be- 
came sluggish, pale, and dried out in appear- 
ance. Microscopic sections of the granulating 
bed showed pale staining nuclei in most of the 
cells. There was a marked lack of new blood 
vessel formation. Even though infection may 
have remained controlled, the wounds were inert 
and the healing time im such cases was definitely 
prolonged. This was thought to be due in part 
to the drying action of the powder and in part 
to a property of the sulfonamide drugs in con- 
tinued high concentration. If the drug was 
entirely stopped, healing usually was resumed, 
but occasionally reinfection occurred. This prob- 
lem was effectually solved by substituting a 
greaseless ointment base for the dry powder and 
by using only 10 per cent of the sulfonamide 
drug, which proved adequate to prevent reinfec- 
tion. In order to encourage more lively granu- 
lation tissue, 2 per cent of allantoin was added 
to the base.* Allantoin, isolated by Robinson?® 
as the active principle of maggot secretions, 
has been shown to increase the proliferative 
rate of fibroblasts and angioblasts.°° Méicro- 
scopic evidence of greatly increased vascularity 
and healing seems to justify the addition of this 
drug to sulfonamide therapy in certain in- 
stances. 

Sulfonamides in Peritonitis —Experimentally 
sulfanilamide suspensions have been found to 
be effective against early induced eases of peri- 
tonitis in dogs*! and in rats.2* The bacterio- 
static action of the sulfones permits specific 
physiologic immunity reactions to combat the 
invading bacteria. Clinical applications of this 
principle in acute appendicitis and im generalized 
peritonitis following ruptured appendices was 
made by Ravdin,** Thompson,’* and many 
others.*° 3 Several reports have appeared, in- 
variably contrasting the favorable results of sul- 
fonamide application with the preceding years of 
treatment. Mortality rates in ruptured appen- 
dices, even in the presence of generalized peri- 
tonitis, were markedly lowered. Postoperative 
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complications were less frequent, less severe, and 
the absence of local tissue destruction and ad- 
hesion formation following the use of the drug 
has been emphasized by all who have reported 
such cases. 

As in surface wounds, there has appeared much 
discussion over the choice of drug to be used 
intraperitoneally. Since sulfanilamide is the 
most readily absorbed, and therefore less apt to 
cause peritoneal adhesive reactions, it has re- 
mained the drug of choice. The absorbability 
of all sulfones from the peritoneal cavity is 
rapid.** ** Blood levels of seven to ten mgm. per 
100 c. c. of whole blood are usual after the 
intraperitoneal application of six to ten grams 
of sulfanilamide powder. The peak, however, 
is reached a few hours after application, and 
thereafter rapidly falls, and the drug may be en- 
tirely absorbed within thirty-six hours.? Reap- 
plication intraperitoneally is not feasible, so the 
supplementary parenteral administration has 
been found desirable, particularly in cases with 
generalized peritonitis. Sulfadiazine has been 
judged to be the least toxic and most universally 
effective sulfone when taken by mouth or paren- 
terally. We agree with Perrin Long’? that sul- 
fanilamide locally, because of its greater absorb- 
ability and tissue penetration, and sulfadiazine 
parenterally or by mouth, may be found to be 
the most effective combination. 

Jackson and Coller®® have reported jaundice 
as a complication in nine of twenty-nine cases 
which received both intraperitoneal and intra- 
venous sulfanilamide. No cases showed unto- 
ward symptoms because of the jaundice, and all 
cleared up after the drug was stopped. Portal 
vein blood levels in dogs showed sulfanilamide 
levels which were 40 per cent higher than in the 
peripheral blood, indicating that much of the 
drug absorbed from the peritoneum may be re- 
tained by the liver. 

In our own series of sixty cases of perforated 
appendicitis, we have encountered jaundice in 
thirteen cases following the intraperitoneal ap- 
plication of ten grams of sulfanilamide powder. 
Eleven other cases showed a rise of the icteric 
index without clinical manifestations of jaundice. 
In such cases we have considered the sup- 
plementary parenteral application of sulfones to 
be contraindicated. In our experience, the sul- 
fonamide drugs are much more effective in con- 
taminated cases than in well-established peri- 
toneal infections. These drugs have proved 
very advantageous in gunshot and stab wounds 
of the abdomen, as well as implanted about the 
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anastomotic suture lines in gastro-intestinal sur- 
gery.*° 
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DISCUSSION (Abstract) 


Dr. Harvey B. Haag, Richmond, Va.—The sulfona- 
mides are as readily absorbed from application to the 
peritoneal and pleural spaces as from the gastro- 
intestinal tract, and hence the matter of the amount 
applied to these areas should be given some promi- 
nence to prevent intoxication from an overdose. Some 
believe, for instance, that as a rule 5 grams should be 
the maximum quantity of either sulfanilamide or sulfa- 
thiazole to be dusted into the peritoneal cavity. 

Because of a recent instance of tetanus following 
the use of sulfanilamide apparently contaminated by 
the container, all sulfonamides intended for local use 
should be carefully sterilized. 

Lastly, to prevent caking, it has been suggested that 
fine crystalline material be used instead of the almost 
impalpable powder. 


Dr. S. J. Wolferman, Fort Smith, Ark.—Chemotherapy 
unquestionably is going to revise many of our treat- 
ments, particularly after time has correlated the ex- 
periences of many people. Everyone who treats any 
large number of burns has his own pet treatment, and 
certainly out of this vast experience some one best 
treatment will eventually be evolved. 


Our own experience has been with combining the 
sulfonamides with cod liver oil in an ointment base in 
which we have had considerable success both in the 
treatment of burns, in industrial abrasions and loss of 
tissue, in friction burns accompanying fractures where 
we have wished to apply a cast and leave the wound 
alone, and in making a vaseline gauze substitute in 
which we have made the gauze with the cod liver oil- 
sulfathiazole ointment instead of the vaseline and have 
used it in chronic osteomyelitis, 

I will not go into the details of this, as it was pub- 
lished in Industrial Medicine in July, 1942. This com- 
bination of cod liver oil and a sulfonamide has been 
most satisfactory. 
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Dr. Klepser (closing) —Until very recently we have 
made no attempt at sterilizing the sulfanilamide to be 
used locally or intraperitoneally. Since the melting 
point of the drug is about 165° C., the heat sterilization 
against spore formers, which are most feared in the dry 
unsterile powder, may not be entirely effective. Com- 
mercially, the powder is heated in large ovens which 
are kept just below the melting point of the drug for 
several hours. We have observed no infections which 
we could attribute directly to the use of the unsterilized 
sulfanilamide. As far as we know, no case of tetanus 
has yet been reported due to the use of non-sterile 
sulfones. 

The ointment which we have described as a means of 
avoiding the prolonged use of the dry concentrated 
powder has a greaseless creamy base. We believe that 
there are many self-apparent reasons for avoidinz a 
greasy base. Both sulfanilamide and allantoin are 
readily absorbed from the base we have used. Un- 
doubtedly there are countless combinations of sulfones 
and bases which might prove effective, but in our 
series of over 2,000 cases of infected wounds we have 
found 10 per cent sulfanilamide and 2 per cent allan- 
toin in a greaseless base to have many advantages. The 
local use of vitamins has become popular recently, and 
it has been shown that there is some local absorption 
of vitamins from open, clean wounds. Whether this 
affects healing in any way is still open to question. 





THE EXPERIENCE OF THE JOHNS HOP- 
KINS HOSPITAL WITH BREECH 
PRESEN TATION* 


AN ANALYSIS OF 1,444 CASES 


By Wit.1am T. Moore 
and 


Puitip P. STEPTOE, Jr. 
Baltimore, Maryland 


From the opening of the Obstetrical Service of 
the Johns Hopkins Hospital in 1896 to January 
1, 1942, 1,444 cases of primary breech presenta- 
tion have occurred in single pregnancies with in- 
fants weighing 1,500 grams or more. Since this 
series of cases is sufficiently large to permit of 
a valid statistical study, it has been analyzed in 
an effort to determine some of the factors which 
contribute to the high fetal mortality of breech 
delivery and to ascertain what type of treatment 
offers the best prognosis for the infant. 

In evaluating the results reported in this paper 
it is well to recall that our general clinic popula- 
tion is almost equally divided between white and 





*Read in Section on Obstetrics, Southern Medical Association, 
Thirty-Sixth Annual Meeting, Richmond, Virginia, November 
10-12, 1942. 

*From the Department of Obstetrics, Johns Hopkins University 
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black patients and between primiparae and mul- 
tiparae. More than 95 per cent of these 1,444 
cases of breech presentation occurred in patients 
on the ward service and were delivered by mem- 
bers of the resident staff, whereas the remaining 
patients were on the private service and were 
delivered by senior staff members. 


Incidence-—During the period covered by this 
study, 50,255 infants weighing 1,500 grams or 
more were delivered. Of these, 1,444 presented 
by the breech, giving a clinic incidence of breech 
presentation of 2.8 per cent. This frequency is 
comparable to the generally accepted incidence 
of 3 per cent. The frequency was somewhat 
higher in our white patients (3.38 per cent) than 
in the black patients (2.4 per cent) in spite of the 
fact that inlet pelvic contraction, one of the com- 
monly listed causes of breech presentation, oc- 
curs much more frequently in the black patients 
of our clinic. Breech presentations were more 
common in multiparae than in primiparae, the 
incidence being 3.3 per cent and 2.5 per cent, 
respectively. 

Types.—There were 1,225 cases in which the 
variety of breech presentation on admission was 
recorded. These were divided into the three 
usual types of breech presentations, namely: 
frank, full or complete, and footling and the in- 
cidence of each type was determined. The results, 
as shown in Table 1, indicate that the weight 
of the infant influences greatly the type of breech 
presentation. In premature infants the fre- 
quency of frank and of footling presentations 
was almost the same, but in term infants almost 
two-thirds presented as frank breeches, the in- 
cidence of frank presentation being more than 
twice that of footling. 


Etiology.—Prematurity is apparently the most 
important single cause of breech presentation. 
In our clinic, during the period covered by this 
study, there were 4,288 infants born that weighed 
more than 1,499 grams, but less than 2,500 


TYPE OF BREECH PRESENTATION ACCORDING TO 
WEIGHT OF INFANT 








Premature Full Term 
Below 2,500 Grams 2,500 Grams and Over 


Type of Breech 
Total Per Cent Total Per Cent 














Frank 118 48.16 619 63.16 
Footling 104 42.44 286 29.18 
Complete 23 9.38 75 7.66 
245 99.98 980 100.00 

Table 1 
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grams, and of these infants, 320, or 7.5 per cent, 
presented by the breech. In addition to pre- 
maturity, placenta previa and congenital mal- 
formations predispose to breech presentation. 
Manahan, in a review of 32,000 consecutive 
deliveries in our clinic, found the incidence of 
placenta previa and congenital malformations to 
be 0.69 per cent and 0.61 per cent, respectively. 
However, in the 1,444 cases of breech presenta- 
tion there were 20 cases of placenta previa and 
44 infants born with congenital malformations 
incompatible with life (hydrocephalus, anenceph- 
aly, meningocele, and so on), an incidence of 
1.39 per cent and 3.05 per cent, respectively. 
Contrary to the usual textbook statements, con- 
tracted pelvis and other conditions which pre- 
vent engagement of the head had no influence 
on the frequency of breech presentations in this 
series. 


Fetal Mortality Rates and Factors Influencing 
Fetal Mortality—wWhile all obstetricians are 
aware of the higher mortality rate of infants 
presenting by the breech, it is obvious that many 
of these deaths are due to factors totally un- 
related to the type of presentation. Consequently, 
we have excluded the cases which fall into this 
category in order to arrive at a more accurate 
mortality figure. We have excluded those cases 
in which the infant was dead before the patient 
was admitted to our hospital, cases in which 
the infant had congenital syphilis as demon- 
strated by finding spirochetes in the tissues at 
autopsy, and cases in which the infant had some 
congenital malformation which was incompati- 
ble with life. Moreover, since we believe that 
placenta previa is an etiologic factor in breech 
presentation and greatly increases the hazards 
for the child, we have excluded all cases of pla- 
centa previa. We did not feel justified in ex- 
cluding cases of prolapse of the umbilical cord 
because this accident is an obvious result of the 
breech presentation and, as will be shown later, 
is one of the most frequent causes of death in 
this condition. There were 1,236 cases left for 
analysis after the above exclusions. 


Corrected Fetal Mortality —Table 2 gives the 
mortality rate for these 1,236 cases according 
to the color and parity of the patient and the 
weight of the infant. It is interesting that in 
premature infants the fetal mortality is not in- 
fluenced by the color or parity of the patients, 
but in the groups of cases where the infants 
weighed 2,500 grams and over, the mortality rate 
was higher in the primiparae than in the multip- 
arae and approximately twice as high in the 
black patients as in the white patients. The 
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CORRECTED FETAL MORTALITY ACCORDING TO PARITY, 
COLOR, AND WEIGHT OF INFANT 

Weight of White Primiparae Black Primiparae White Multiparae Black Multiparae 
Infant in Total Per Total Per Total Per Total Per 
Grams Infants Died Cent Infants Died Cent Infants Died Cent Infants Died Cent 
1,500-2,499 49 10 20.40 56 15 26.78 45 18 40.00 63 16 25.39 
2,500-3 ,999 288 20 6.94 141 25 17.73 290 17 5.86 215 21 9.76 
4,000 and 13 4 30.77 a 2 50.00 $1 5 9.80 21 6 28.57 
Over — —— es me 

Table 2 


higher fetal mortality rate among the black pa- 
tients was an expected finding and one that per- 
tains to the general clinic population as a whole. 
This racial difference in the fetal mortality rate 
should be taken into consideration when the 
succeeding figures from this clinic are compared 
with those from other clinics where the patients 
are predominantly white or black. 

The effect of the fetal weight on the outcome 
of the child is also shown in Table 2 and shows 
that infants that weigh 2,500 to 3,999 grams 
have the lowest mortality rate, while in the pre- 
mature infant (below 2,500 grams) and in the 
excessive size infant (4,000 grams and over) 
the fetal mortality is extremely high. 


Type of Breech—Contrary to current state- 
ments that the fetal mortality in frank breech 
presentations is higher than in footling presenta- 
tion, we found that in primiparae the fetal mor- 
tality in the two types was almost identical; 
while in multiparae the mortality rate in frank 
breech presentation was actually lower than in 
footling presentation (Table 3). We agree that 
an infant presenting by frank breech offers 


CORRECTED FETAL MORTALITY ACCORDING TO PARITY 
AND TYPE OF BREECH 


Infants Weighing 2,500 Grams and Over, Excluding Cesarean 








Section 
Primiparae Multiparae 
Type of Total Per Total Per 
Breech Infants Died Cent Infants Died Cent 
Frank 268 34 12.69 294 22 7.48 
Footling 93 13 13.98 159 17 10.69 
Complete 32 0 00.00 33 3 9.09 
Unknown 21 a 19.05 51 7 13.73 
414 51 12.32 537 49 9.12 





Table 3 


more difficulty during actual delivery than a foot- 
ling breech, especially in primiparae, but this in- 
crease in the hazard for the infant in frank breech 
is compensated by the increased frequency of pro- 
lapse of the umbilical cord in footling presenta- 
tions. The number of cases of complete breech 
presentations is probably too small to be statis- 
tically significant, but our results suggest that 
this is the most desirable type of breech presen- 
tation, since the difficulties with delivery are 
less than with frank breech and the incidence 
of prolapse of the umbilical cord, especially in 
primiparae, is much less than in footling presen- 
tation. 

Prolapse of the Umbilical Cord—There were 
seventy cases of prolapse of the umbilical cord 
in the 1,444 cases of breech presentation, an in- 
cidence of 4.85 per cent. Since the incidence of 
prolapse of the umbilical cord in all presenta- 
tions is usually reported as 0.5 per cent, it is ap- 
parent that this complication occurs nine times 
more frequently in breech presentations than in 
all other presentations. In this series, the weight 
of the child had no effect on the incidence of 
prolapse of the cord, but the type of breech was 
the all important factor (Table 4). The incidence 
of this accident in frank breech presentations was 
only 0.41 per cent, which is slightly less than 
the incidence for all presentations, but in foot- 
ling and complete breeches the incidence was 
22 and 12 times greater, respectively, than that 
for all presentations. The cause of the high 
frequency of prolapse of the umbilical cord in 
footling and complete breeches is, of course, the 
failure of the presenting part in these cases to 
fill the lower uterine segment and cover the 
cervical os as completely as do frank breech and 
vertex presentations. 

In our corrected series, after excluding all cases 
of cesarean section and premature infants, there 
were 951 cases with 100 stillborn and neonatal 
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INCIDENCE OF PROLAPSE OF UMBILICAL CORD IN 1,444 
CASES OF BREECH PRESENTATION 


According to Type of Breech and Weight of Infant 








Premature (1,500-2,499 Grams) 


Full Term (2,500 Grams and Over) 


























Type of Total Number of Total Number of Per 
Breech Cases Prolapsed Cords Cent Cases Prolapsed Cords Cent 
Frank 118 1 0.85 619 2 0.32 
Footling 104 11 10.85 386 43 11.14 
Complete 23 1 4.35 75 5 6.67 
Unknown 75 2 2.67 144 5 3.47 

320 15 1124 55 4.9 

Table 4 
PERCENTAGE OF TOTAL DEATHS IN CORRECTED SERIES 
DUE TO PROLAPSE OF UMBILICAL CORD 
Infants Weighing 2,500 Grams and Over (Excluding C.S.) 
Type of Total Number of Deaths Due to Total Per Cent of Total 
Breech Cases Prolapsed Cords Prolapsed Cords Deaths Deaths Due to 
Prolapsed Cords 
Frank 562 2 0 56 0.00 
Footling 252 40 16 30 53.33 
Complete 65 5 1 3 33.33 
Unknown 75 5 3 11 27.27 
951 52 20 100 20.00 
Table 5 


deaths, 20 of which, or one-fifth, were due di- 
rectly to prolapse of the umbilical cord. Table 
5 shows the number and percentage of the total 
deaths in each type of breech that was caused by 
prolapse of the cord. It seems almost incon- 
ceivable that prolapsed cords were responsible for 
53.33 per cent of the total deaths in footling 
presentations and none of the deaths in frank 
breech, but in the present series this appears to 
be true. 


Type of Pelvis—The effect of the type of 
pelvis on the fetal mortality is shown in Table 
6. For this purpose we have included only those 
cases which were delivered vaginally and in which 
the infant weighed 2,500 grams or more. The 
pelvis has been classified in three main types: 
normal, contracted inlet and contracted outlet. 
It will be noted that the risk to the baby is 
markedly increased in cases of contracted pelvis 
with the bazard slightly greater in pelves with 


outlet contraction than in those with inlet con- 
traction. The higk mortality from contracted 
pelves in this series is probably due to the fact 
that most of these deliveries occurred prior to 
the time when accurate pelvimetry and cephalom- 


CORRECTED FETAL MORTALITY ACCORDING TO TYPE 
OF PELVIS AND COLOR OF PATIENT 


Infants Weighing 2,500 Grams and Over (Excluding C.S.) 

















White Black 

Type of Total Per Total > Per 

Pelvis Infants Died Cent Infants Died Cent 
Normal 481 34 7.07 187 19 10.16 
Contracted 

inlet 69 7 10.2C 109 24 22.02 
Contracted 

outlet 23 3 13.00 16 4 25.0¢ 

Table 6 
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etry were possible and, accordingly, the ex- 
istence of cephalo-pelvic disproportion was not 
determined until during the extraction of the 
child. The importance of ruling out any possi- 
ble cephalo-pelvic d‘sproportion in breech pres- 
entations before the onset of labor cannot be 
overemphasized. 


Time of Rupture of the Membranes.—It is 
generally believed that premature rupture of the 
membranes in breech presentations leads to la- 
bors of longer duration and consequently a higher 
fetal mortality Jthough the time of rupture 
of the membranes had no effect on the duration 
of labor in our cases, there was a definite corre- 
lation between the time the membranes rup- 
tured and the fetal mortality rate (Table 7). In 
primiparae, the highest fetal mortility rate oc- 
curred in those cases in which the membranes 
ruptured before the onset of labor and the rate 
gradually decreased the longer the membranes 
remained intact during the first stage of labor; 
on the other hand, in multiparae the fetal mor- 
tality rate remained the same whether the mem- 
branes ruptured before the onset of labor or 
during the first stage. However, there was a 
precipitous drop in the fetal mortality in both 
multiparae and primiparae if the membranes re- 
mained intact until the cervix had become fully 
dilated. The higher fetal mortality rate when 
the membranes ruptured before full dilatation 
of the cervix was due to the greater frequency 
of death from prolapse of the cord early in labor 
and ill-advised attempts to deliver the infant 
before the cervix was fully dilated because of 
signs of fetal distress. The authors are of the 
opinion that it is extremely desirable for the 
membranes to remain intact until the cervix is 
fully dilated, but in those cases where the mem- 
branes rupture before this time the fetal mor- 


‘CORRECTED FETAL MORTALITY ACCORDING TO TIME 
OF RUPTURE OF MEMBRANES AND PARITY 


Infants Weighing 2,500 Grams and Over (Excluding C.S.) 
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tality would be decreased if the diagnosis and 
treatment of prolapsed cords were promptly 
made and if attempts to deliver the infant were 
delayed until full cervical dilatation. 


Duration of Labor—Table 8 shows the fetal 
mortality rate according to the total duration of 
labor in our corrected series after all cases of pre- 
mature infants and cesarean section are excluded. 
Contrary to our experience in vertex presenta- 
tions, precipitate labors were not associated with 
a higher fetal mortality in either primiparae or 
multiparae. In fact, the length of labor had 
no effect on the outcome of the child until labor 
had lasted longer than nineteen hours in the 
primiparae and twenty-nine hours in the multip- 
arae, after which time the fetal mortality rate 
showed a sharp rise. 


Duration of the Second Stage of Labor.—In 
recent years it has been reported that elimina- 
tion of the second stage of labor by delivering 
breech presentations immediately after the cervix 
has become fully dilated would reduce the fetal 
mortality rate. We were, therefore, desirous of 
determining in our series what effect the dura- 
tion of the second stage of labor had on the out- 
come of the infants which weighed 2,500 grams 
or over. These results, for both primiparae and 
multiparae, are shown in Table 9. The high fetal 
mortality in the group of cases in which the 
second stage of labor lasted less than fifteen 
minutes, especially the primiparae, is due to a 
large number of cases in which accouchement 
forcé was used to deliver the infant. If these 
cases are disregarded, there was no increase in 
the fetal mortality until after the second stage 
had lasted more than one hour in the primiparae 
and one and one-half hours in the multiparae. 
The reason for the decrease in the fetal mortality 
in both primiparae and multiparae when the sec- 
ond stage lasted longer than two hours is not 


CORRECTED FETAL MORTALITY ACCORDING TO DURA- 
TION OF LABOR 


Infants Weighing 2,500 Grams and Over (Excluding C.S.) 




















Time of Primiparae Multiparae athe me Rey ay". 
Rupture of Total Per Total Per — = 
Membranes Infants Died Cent Infants Died Cent Duration Primiparae Multiparae 

aera dans of Labor Total Per Total Per 
Before onset in Hours Infants Died Cent Infants Died Cent 
of labor 105 15 14.29 128 11 8.59 enaemaemneamede: tens meat 
Before 5 cm. 0- 3 11 1 9.09 77 6 7.79 
dilatation 87 12 13.79 94 8 8.51 4-9 120 12 930 227 17 7.49 
Between 5-10 7 
cm. dilatation 58 6 10.34 44 4 9.09 10-19 163 15 9.20 187 15 9.55 

2?0- 
At 10cm. 20-29 65 11 16.92 46 4 8.70 
dilatation 106 6 5.66 188 11 5.85 30 and over 35 8 22.86 17 6 35.30 
Table 8 


Table 7 


a te al 


a i A ie I 


asap 


ee 


i 
| 
| 
j 
. 
| 

j 








ET SS 


RN OLE pee RENIN > 


ee 


300 SOUTHERN MEDICAL JOURNAL 


clear, but the group of cases is so small that 
this may represent a sampling error. 


Type of Delivery—Table 10 shows the fetal 
mortality rate according to the type of delivery 
for all infants that weighed 2,500 grams or over. 
Our best results, excluding cases of cesarean 
section, were obtained in the cases where the 
infant was delivered entirely spontaneously or 
was allowed to deliver spontaneously to the um- 
bilicus before delivery was completed by extrac- 
tion. This is what we expected to find because, 
until recently, it was the policy of the clinic to 
allow all breech cases to be delivered spon- 
taneously to the umbilicus unless there was 
some indication for interference. Consequently, 
in those cases that were delivered by extraction 
and by decomposition and extraction, there was 
always some complication, and this undoubtedly 
explains the high fetal mortality rate for these 


CORRECTED FETAL MORTALITY ACCORDING TO DURA- 
TION OF SECOND STAGE OF LABOR 


Infants Weighing 2,500 Grams and Over (Excluding C.S.) 





Duration of Primiparae Multiparae 
Second Stage Total 


Per To’ er 
in Minutes Infants Died Cent Infants Died Cent 











O- 15 18 8 comry 87 7 8.05 
15- 29 27 2 7.41 85 7 4.71 
30- 59 140 11 7.86 154 11 7.14 
60- 89 70 7 10.00 51 3 5.88 
90-119 40 8 20.00 19 4 21.05 
120 and over 62 & 12.90 17 3 17.65 

Table 9 


CORRECTED FETAL MORTALITY ACCORDING TO TYPE 
OF DELIVERY 
1896-1941 


Infants Weighing 2,500 Grams and Over 
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groups. Recently, the policy of the clinic has 
changed somewhat in that members of the resi- 
dent staff have been allowed to deliver breech 
presentations either spontaneously to the um- 
bilicus or by decomposition and extraction after 
the breech has reached the perineum. The number 
of cases in this group is small, but we have 
analyzed our cases for the past ten years and 
the results are presented in Table 11. It is seen 
that there were 175 infants delivered spontane- 
ously to the umbilicus before delivery was com- 
pleted by extraction with eight fetal deaths, a 
fetal mortality rate of 4.57 per cent. During 
the same period, 77 infants were delivered by de - 
composition and extraction as soon as the breech 
reached the perineum with four fetal deaths, a 
fetal mortality rate of 5.1 per cent. These fig- 
ures suggest that there is no increased fetal risk 
in allowing the infant to deliver spontaneously 
to the umbilicus before completing delivery. 


Method of Delivery of the After-Coming 
Head.—Frequent reports have appeared in the 
literature in the past few years recommending 
the routine use of forceps to deliver the after- 
coming head in breech presentations. Table 12 
shows our experience with and without the use 
of forceps to the after-coming head for all 
types of delivery, excluding cesarean section, of 
breech presentation for the past ten years. The 
fetal mortality rate for 137 infants in which for- 
ceps were used was 3.65 per cent, as compared 
with a fetal mortality of 6.14 per cent in 228 
cases in which forceps were not employed. These 
figures are statistically significant and indicate 
that the routine use of forceps to deliver the 
after-coming head would undoubtedly save 


CORRECTED FETAL MORTALITY ACCORDING TO TYPE 
OF DELIVERY 
1932-1941 


Infants Weighing 2,500 Grams and Over (Excluding C.S.) 




















Primiparae Multiparae i 
— of Total : Per Total ‘ Per Type of Total Primiparae Per Total Multiparae Per 
Delivery Infants Died Cent Infants Died Cent Delivery a S6t Gn tee Set Gee 
Spentenceus . ° aad # . 3.50 Spontaneous 0 0 0.0C G 0 0.00 
Spo te e Spontaneous to 
en _ ” 7 “MS 15 638 umbilicus 71 3 4.23 104 : 
vena es 106 15 14.15 143 18 12.59 Sutatien 39 : 12.82 44 2 4.55 
composition ee 

i Decomposition 
and extraction 93 20 21.51 63 11 17.46 sediueadiien 56 2 3.57 21 + 9.52 
Finger in groin Finger in groin 
ond cotactioon % .< $6.98 sad extraction 10 0 oo 11 0 0.00 
Cesarean section 32 0 0.00 40 1 2.50 ares ian seat egal Cac aati 
Unknown 3 1 33.33 13 1 7.70 176 10 5.68 189 9 4.76 

Table 10 Table 11 
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CORRECTED FETAL MORTALITY FOR ALL VAGINAL 
BREECH DELIVERIES WITH AND WITHOUT FOR- 
CEPS TO THE AFTER-COMING HEAD 
1932-1941, 
Infants Weighing 2,500 Grams and Over 
Primiparae Multiparae Both Parae 
Total Per Total Per Total © Per 
Infants Died Cent Infants Died Cent Infants Died Cent 
Forceps to 
after-coming head 96 2 2.08 41 3 7.31 137 5 3.65 
No forceps used to 
after-coming head 80 8 10.00 148 6 4.05 228 14 6.14 
Table 12 


many infants that die as a result of injury when 
the head is delivered by some other method. 


Date of Delivery.—The fetal mortality rates 
according to the year of delivery are shown in 
Table 13, and from these results it is apparent 
that there was no significant decrease in the 
fetal mortality in breech presentation during the 
first thirty-six years of this clinic. However, for 
the past ten years the fetal mortality rate has 
shown a dramatic decrease. That most of this 
decrease in the fetal mortality rate has occurred 
in our white patients is shown by the fact that, 
in this race, during the past ten years there have 
been 145 primiparous breech deliveries with five 
infant deaths and 123 multiparous breech de- 
liveries with only two infant deaths, a fetal mor- 
tality rate of 3.8 per cent and 1.63 per cent, 
respectively. Since 1937 we have delivered 147 
white patients with full term breech presenta- 
tions, eighty-six primiparae and sixty-one multip- 
arae, without a single fetal death. 

There were fourteen maternal deaths in the se- 
ries of 1,444 breech deliveries, that is, a mor- 
tality rate of 0.97 per cent. Of these fourteen 


CORRECTED FETAL MORTALITY FOR ALL DELIVERIES 
ACCORDING TO DATE OF DELIVERY 


Infants Weighing 2,500 Grams and Over 











Primiparae Multiparae 
Date of Total Per Total Per 
Delivery Infants Died Cent Infants Died Cent 
1896-1911 47 8 17.02 90 15 16.66 
1912-1921 82 9 11.00 113 10 9.89 
1922-1931 126 24 19.05 168 16 9.52 
1932-1941 191 10 5.24 206 9 4.37 





Table 13 


maternal deaths, however, only two could be 
charged against the breech presentation as the 
causative factor, most of the maternal deaths 
being the result of intercurrent complications 
(cerebral hemorrhage, heart disease, pneumonia, 
and so on). The two cases in which the fatal 
outcome seemed to be related to breech presen- 
tation occurred in 1901 and 1902; in both of 
these instances premature and traumatic inter- 
ference caused death, in one case through rupture 
of the uterus and in the other through production 
of shock. 


SUMMARY 


(1) A statistical study has been made of 1,444 
cases of primary breech presentation occurring in 
single pregnancies on the Obstetrical Service of 
the Johns Hopkins Hospital over a period of 
forty-six years. 

(2) The incidence of breech presentations 
was 2.8 per cent for the general clinic popula- 
tion with a greater incidence in white patients 
than in black and in multiparae than in primip- 
arae. 

(3) In premature infants the frequency of 
frank and of footling presentation was about the 
same, but in term infants almost two-thirds pre- 
sented as frank breeches. 

(4) Prematurity, placenta previa, and con- 
genital malformations were the most important 
etiologic factors. 

(5) The corrected fetal mortality rate for in- 
fants 1,500 grams and over was 12.8 per cent. 
The death rate was lowest in the 2,500-3,999 
gram infants and highest in the prematures and 
excessive size infants. 

(6) Fetal mortality was higher in primiparae 
than multiparae and approximately twice as 
high in the black patients as in white patients. 
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(7) The fetal mortality was higher in footling 
breech presentations than in either frank or com- 
plete presentations. 

(8) Prolapse of the umbilical cord occurred 
nine times more frequently in breech presenta- 
tions than in all other presentations and caused 
20 per cent of all deaths in breech presentation 
and 53.33 per cent of the deaths in footling pres- 
entations. 

(9) Contracted pelvis is a serious complica- 
tion of breech presentation when delivery is ac- 
complished vaginally. 

(10) Rupture of the membranes before full 
dilatation of the cervix was associated with an 
increased fetal mortality rate due to a greater 
frequency of prolapse of the umbilical cord. 

(11) Labor lasting longer than ninteen hours 
in the primiparae and twenty-nine hours in 
multiparae is associated with an increased fetal 
mortality. 

(12) The fetal mortality rate is not increased 
by the length of the second stage of labor until 
it lasts longer than one hour in the primiparae 
and one and a half hours in the multiparae. 

(13) The fetal mortality rate when the in- 
fant is delivered spontaneously to the umbilicus 
is as good as when the infant is delivered by de- 
composition and extraction and is an easier tech- 
nical procedure. 

(14) Forceps to the after-coming head in 
breech presentations decrease the fetal mortality. 

(15) Good prenatal care, close observation 
during labor, conservative handling of breech de- 
liveries, the routine use of forceps to the after- 
coming head, and episiotomies when indicated 
will lower the fetal mortality rate in breech 
presentations. 


DISCUSSION (Abstract) 


Dr. M. Pierce Rucker, Richmond, Va.—In a way I feel 
like a collaborator in this paper, for somewhere in this 
series is the first patient that I ever delivered. I was 
a fourth year student and Frank Lynch was the in- 
tern. The intern went to lunch and left the student 
watching the patient under the care of the supervising 
nurse. The patient precipitated, the nurse sent a frantic 
call for the intern and I delivered the patient according 
to the textbook description of the Mauriceau maneuver. 
I am glad to say that my effort did not add to the 
mortality of Dr. Moore’s series. 

I agree fully with everything that Dr. Moore has 
said, but I would like for him to elaborate a little on 
how he manages when the cord prolapses through a 
partly dilated cervix. He says you should diagnose the 
prolapse early, but should not deliver the baby until 
full dilatation has occurred. I agree with both state- 
ments, but what does he recommend for the peace of 





April 1943 


mind of the obstetrician in the time between the two 
events ? 

My experience is in accord with the authors’ in re- 
gard to fetal and maternal complications and as to the 
excess fetal mortality in the premature and postmature 
infant. At the first American Congress the subject of 
breech delivery was wished off on me. At that time 
I had 177 cases. I charted them according to the 
total length of the baby. There were practically no 
deaths among the babies that measured from 48 to 51 
cms., but as one got away in either direction from the 
group of babies of normal length the percentage of 
infant deaths increased progressively. 

In my cases there was one hydrocephalus combined 
with spina bifida, one spina bifida alone, one cyclops, 
one stricture of the esophagus with communication above. 
The maternal complications were: 1 diabetes, 1 syphilis, 
3 pre-eclampsia, 2 eclampsia, 1 placenta previa, 3 ablatio 
placentae, and 1 acute appendicitis. 

Dr. Moore has given proper emphasis to prolapsed 
cord as a cause of fetal death. I do not think he 
has given sufficient emphasis to cerebral injuries. 
Browne of Edinburg in a paper nearly 20 years ago 
showed that cerebral hemorrhages and torn tentorium 
were ten times more frequent in breech deliveries than 
in cephalic and that hemorrhages into the suprarenal 
capsule was 22 times more frequent. 

The importance of episiotomy to the welfare of the 
baby cannot be over-emphasized. In most series that 
have been reported the fetal mortality in multiparae is 
significantly lower. If you temporarily make a multip- 
ara out of a primipara by a wide episiotomy, the baby 
will be safeguarded. 

Finally, in all the large clinics where breech deliveries 
have been specially studied and where the management 
of breech cases is considered a major obstetrical prob- 
lem, to be managed by experienced men, the fetal mor- 
tality has improved tremendously. Whether the baby 
is delivered under full anesthesia when the cervix is 
completely dilated as is practiced by Goethals and 
Bill or the delivery is assisted only after the cord ap- 
pears, makes little difference. 


Dr. C. J. Andrews, Norfolk, Va—There is no evi- 
dence here to show that breech presentations are not 
more dangerous for the baby than vertex. This dan- 
ger obviously increases with advancing age and the 
tragedy of losing the baby is enhanced. The danger 
is greatly reduced when there has been opportunity for 
thorough study, including x-ray of the pelvis and fetal 
head. As to breaking up the breech, that is a matter 
largely of individual experience. It is certainly neces- 
sary to do this at times, but there is no disadvantage 
provided the cervix is well dilated and no dispropor- 
tion exists. There is no operation in obstetrical practice 
which calls for greater skill and judgment than breech 
delivery. The principals and methods described by 
Potter are life-saving. It is to be remembered that 
breech presentation may offer more difficulty than ver- 
sion, as the head has had no opportunity to mold or 
accommodate itself to the pelvic inlet. 


There are many breech cases in elderly primiparas with 
borderline pelvic measurements whose interests will be 
better served by low segment cesarean sections. 


Dr. Moore (closing) —I am unable to recommend 
anything for the peace of mind of the obstetrician in 
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cases where the umbilical cord prolapses before full 
cervical dilatation because it is always associated with a 
high fetal mortality irrespective of the type of treat- 
ment used. In our series of cases in which this com- 
plication occurred, the fetal mortality was higher in the 
group in which immediate attempts were made to deliver 
the child than in the group where the cases were treated 
conservatively until the cervix reached full dilatation 
before the child was delivered. The maternal compli- 
cations were also more frequently encountered and were 
more serious in the first group than in the second. There- 
fore, by attempting to deliver an infant through a par- 
tially dilated cervix the hazards for both the mother 
and the child are greatly increased. It is for this reason 
that we advise waiting until the cervix is completely 
dilated before delivering the baby. In our clinic most of 
these cases are treated by placing the patient immediately 
in the knee-chest or Trendelenburg position and then 
pushing the presenting part out of the pelvis by inserting 
a finger in the rectum. An attempt is then made manually 
to replace the cord into the uterine cavity and if suc- 
cessful a Voorhees bag is inserted and a kilogram weight 
attached to the end of the bag. The bag is removed 
immediately when the cervix is fully dilated and the 
child is delivered by breech extraction. We have treated 
a few of our cases by cesarean section, especially those in 
which the cord has prolapsed early in labor in elderly 
primiparae and in patients with bad obstetrical histories 
and no living children, or repeated abortions. 





A COMPARATIVE STUDY OF “DILANTIN 
SODIUM” AND PHENOBARBITAL IN 
NEGRO EPILEPTICS* 


By Sot B. McLenpon, M.D. 
Columbia, South Carolina ~ 


Institutional care is indicated in approximately 
10 per cent of epileptics. These unfortunates 
constitute a major problem medically and eco- 
nomically. This is particularly true when they 
must be cared for in institutions along with other 
types of mental disorders. 

The records of the South Carolina State Hos- 
pital from 1928 through June 30, 1942, list 14,- 
244 first admissions. Of this number 58 per 
cent were whites and 42 per cent Negroes. There 
were 719 epileptics (5 per cent of the first ad- 
missions). In this group of epileptics were 379 
whites (53 per cent), and 340 Negroes (47 per 
cent). Considering the ratio of whites to Ne- 
groes in South Carolina, the proportion of epilep- 
tics admitted to this institution was about equally 
divided between the races. 





Southern 
Richmond, 


*Read in Section on Neurology and Psychiatry, 
Medical Association, Thirty-Sixth Annual Meeting, 
Virginia, November 10-12, 1942. 

*From the South Carolina State Hospital. 
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In the past, treatment of true epilepsy in this 
institution has been limited to routine care and 
the use of a sedative such as phenobarbital or 
bromides. These drugs have proven their value 
in certain cases, but frequently it has been nec- 
essary to use large amounts of the drug to control 
convulsions, which resulted in excessive sedation. 

The need for a good anti-convulsant drug with- 
out sedation properties has long been felt. The 
introduction of “dilantin sodium’? (sodium di- 
phenyl hydantoinate) gave new hope for the 
treatment of epilepsy. Subsequent reports on 
the use of this drug have been gratifying. 

During the early part of 1940, the writer 
selected a group of twenty-nine Negro male 
epileptics in order to study the comparative value 
of “dilantin sodium” and phenobarbital. These 
patients ranged in ages from 9 to 43 years, most 
of them falling in the 15 to 19-year age group. 
The history of epilepsy varied from one to 
twenty-five years. The majority began to have 
convulsions between the ages of 5 and 9. Each 
of these patients had been diagnosed as having 
true epilepsy of the grand mal type. Three of 
the patients were subject to status epilepticus, 
while the remaining twenty-six suffered con- 
vulsions ranging from one to ten a month. Each 
patient of this group showed evidence of mental 
deterioration. 


PROCEDURE 


The group of twenty-nine Negro epileptics was 
placed under close observation day and night. 
The grand mal seizures were recorded. Treat- 
ment consisted of usual routine care. In order 
to eliminate the effects of phenobarbital, the 
drug was gradually withdrawn over a period of 
three weeks. During this time there was an in- 
crease in the number of convulsions. For a 
period of three weeks after phenobarbital was 
withdrawn, no drug was given except to three 
patients who had status epilepticus. These 
attacks were controlled with intramuscular 
injections of phenobarbital sodium. During this 
three-week period of no drug therapy, 253 con- 
vulsions were observed. The seizures were defi- 
nitely more severe than those usually observed 
under the routine treatment with phenobarbital. 

Without exception, the group exhibited in- 
creased mental confusion. Some were very irri- 
table, and combative tendencies increased. Many 
of the patients refused to eat properly, and there 
was a noticeable loss of weight among them. 
Increased supervision became necessary. 
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“DILANTIN SODIUM” THERAPY 


Three weeks after phenobarbital was with- 
drawn, “dilantin sodium” therapy was started. 
At first, each patient received one “dilantin so- 
dium” capsule (grain 1.5) three times a day 
after meals. In six cases it became necessary 
to increase the dosage to four capsules a day, 
two capsules following breakfast, and one each 
after lunch and supper. 

During a period of eight weeks’ observation, 
eleven patients (38 per cent) had no convul- 
sions. During the three-week drugless period, 
this group had experienced 50 attacks. Fifteen 
patients (52 per cent) had a total of 39 con- 
vulsions, each patient experiencing from one to 
five attacks; during the three-week period with- 
out drug therapy, they had suffered 142 attacks. 
The remaining three patients (10 per cent) ex- 
perienced six, six, and twelve convulsions each, 
totaling 24; during the three-week drugless pe- 
riod they had had a total of 61 convulsions. 

During the “dilantin sodium” therapy period 
of eight weeks the total number of convulsions 
was 63, of which none were of the status type. 
This is in marked contrast to the 253 convulsions 
occurring during the three week drugless period. 
Not only did the “dilantin sodium” decrease the 
number of convulsions, but there was a definite 
decrease in the severity of the seizures. 

Other good results were noted in 48 to 72 hours 
following the introduction of “dilantin sodium” 
therapy. The group became more alert and 
friendly. The individual appearance improved 
and a general feeling of well being was apparent. 
It became possible to remove a certain amount 
of supervision. 

The patients were closely checked daily for 
any unusual mental or physical reactions. In 
one patient, a slight grade of gum hyperplasia 
was noted, which caused no apparent discom- 
fort. Five patients complained of wakefulness 
at night and requested a “white tablet” (pheno- 
barbital) to make them sleep. It is interesting 
to note that these are the only unpleasant side 
effects observed under “dilantin sodium” treat- 
ment. 


PHENOBARBITAL THERAPY 

During this period of study, the “dilantin so- 
dium” was gradually withdrawn; each week one 
and one-half grains of the daily dose was replaced 
with one and one-half grains of phenobarbital. 
In the period of transition from “dilantin so- 
dium” to phenobarbital, no increase in the num- 
ber of convulsions was noted. However, the 


patients were not so alert as under the “dilantin” 
treatment. 

During a period of eight weeks observation 
under phenobarbital, thirteen patients (45 per 
cent) were free from convulsions; during the 
three week drugless period they had experienced 
78 convulsions. Eleven patients (38 per cent) 
had a total of 28 convulsions, each patient ex- 
periencing from one to five attacks. During 
the three weeks without drug therapy, this group 
had experienced 97 attacks. One patient (3 per 
cent) had an attack of status epilepticus, during 
which seventeen convulsions occurred; in a status 
attack during the drugless period he had had 
thirteen convulsions. The remaining four pa- 
tients (14 per cent) experienced seven, seven, 
eight, and eleven convulsions, totaling 33. This 
compares to 65 attacks during the drugless 
period. 

A total of 78 convulsions was recorded during 
the phenobarbital period, of which 17 occurred 
during a status attack. This is in contrast to 
the 253 convulsions occurring during the three 
week drugless period. The convulsions oc- 
curring during the administration of phenobar- 
bital were more severe than those experienced 
under “dilantin sodium,” and the periods of con- 
fusion following the attacks were definitely pro- 
longed. 

A striking difference was noted in the patient’s 
mental reactions under phenobarbital as com- 
pared with “dilantin.” Alertness gave way to 
drowsiness, some became more irritable and it 
became necessary to increase the amount of su- 
pervision. 

“DILANTIN SODIUM” WITH PHENOBARBITAL 


Five of the patients who were free of con- 
vulsions during the “dilantin” treatment, but 
complained of wakefulness at night, were given 
“dilantin sodium,” grains 112 and phenobarbital, 
grains 1% three times a day following meals. 
During a period of six weeks’ observation no con- 
vulsions occurred. These patients were friendly 
and alert. They reported that they were able 
to sleep normally. 


COMMENT 


In addition to the 29 patients under controlled 
conditions reported above, other patients have 
been receiving “dilantin” over periods extending 
as long as two and one-half years. The results 
are similar to those reported for the controlled 
group. No indication of tolerance to the “dilan- 
tin’ has been observed. This adds confirmatory 
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evidence to the value of “dilantin” in the treat- 
ment of epilepsy in the Negro. 

It is of interest to note that the side effects 
of “dilantin sodium’ which have been reported 
by several observers (Merritt and Putnam,? 
1938, Fetterman? 1940, Robinson and Osgood* 
1940) were not generally seen in these cases. 
Only one mild case of gum hyperplasia developed 
and there were five patients who complained of 
wakefulness at night. On the other hand, the 
convulsions were less severe and the patients 
were considerably brighter and easier to handle 
under the “dilantin” than under phenobarbital. 
This improvement is of considerable value. 

Most of the cases treated with “dilantin” 
reported so far appear to have been of the 
white race. Because of the general lack of side 
effects and good results reported in the present 
series, it would be of interest to determine if 
there is a difference in the response of the white 
man and the Negro to this drug. 


SUMMARY AND CONCLUSIONS 


(1) Twenty-nine Negro males with grand mal 
epilepsy and mental deterioration were placed 
under controlled conditions for 30 weeks to study 
the comparative value of “dilantin sodium,” 
phenobarbital, and a combination of these two 
drugs. 

(2) During the three-week drugless period, 
253 convulsions occurred, three patients having 
status attacks. The patients were confused, 
irritable, and had poor appetites. Increased 
supervision was necessary. 

(3) “Dilantin sodium’ 1% grains _ three 
times a day was given to 23 patients for eight 
weeks; six received 6 grains daily for the same 
length of time. Sixty-three convulsions occurred, 
none of which was of the status type. Eleven 
patients had no convulsions. The patients were 
more friendly and alert, and less supervision was 
necessary than under phenobarbital. 

(4) Under phenobarbital, 114 grains three 
times a day, for eight weeks, 78 convulsions 
occurred, some of the status type. Thirteen pa- 
tients had no convulsions. The convulsions were 
more severe than under “dilantin.” The patients 
were more irritable and lethargic. Increased 
supervision was necessary. 

(S) In five patients who complained of in- 
somnia under “dilantin” therapy, one-half grain 
phenobarbital combined with the regular dose 
of “dilantin sodium” brought relief. 

(6). Evidence from other patients receiving 
“dilantin” therapy adds confirmatory evidence 
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to that reported for the 29 controlled cases. 
Some of the former have been receiving “dilan- 
tin” for as long as two and one-half years with- 
out tolerance developing to the drug. 


(7) In view of this experience, “dilantin so- 
dium” alone or in combination with phenobar- 
bital appears to be the drug of choice in treating 
grand mal epilepsy of the Negro. 
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DISCUSSION (Abstract) 


Dr. E. L. Horger, Columbia, S. C.—The group of 
epileptics is an extremely large one. When one takes 
into consideration the fact that about 10 per cent of 
this group is cared for in institutions, one can see that 
it is a great problem from the institutional standpoint. 
It is worthy of note that the occurrence of epilepsy 
among the whites and Negroes on first admission to 
the South Carolina State Hospital is about equally di- 
vided between the two races. 

Only those epileptics having a psychosis are admitted 
to this institution. 

It is interesting to compare the results obtained dur- 
ing the 8-week period when the 29 patients were given 
“dilantin sodium” with the results of the previous 3-week 
period when they received no medication. A decrease 
in the number of convulsions from 253 to 63 and the 
absence of convulsions in 11 patients following the use 
of this drug is most gratifying. 

On the other hand, during the next 8-week period of 
treatment with phenobarbital, the number of convul- 
sions jumped to 78. The results obtained indicate that 
“dilantin sodium”’ is preferable to phenobarbital. Under 
the former the patients were more alert and friendly 
and required less supervision, while under the latter they 
were more drowsy and irritable and needed more atten- 
tion. It is of interest to note the 5 patients who com- 
plained of wakefulness at night. This condition was 
easily overcome by the addition of a small dose of 
phenobarbital. 

Personally, in commenting upon the results obtained 
with “dilantin sodium,” I wish to call attention to the 
toxic manifestations that may accompany the use of 
this drug. These complications should always be kept 
in mind by those using this method of treatment in 
epilepsy. Among the many reported by various au- 
thorities may be mentioned briefly such physical dis- 
orders as gastric disturbances, gum hyperplasia, cutaneous 
reactions, changes in the blood, and changes in the cen- 
tral nervous system, including visual disturbances, dizzi- 
ness, staggering, ataxia, nystagmus and amblyopia. Psy- 
chotic symptoms following its use may include con- 
fusion, listlessness, aggressiveness, combativeness, abusive- 
ness, depressed states and catatonic symptoms. 

The only disturbances mentioned by Dr. McLendon in 
his report on the 29 patients was a slight gum hyper- 
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plasia developed by one patient. Five patients devel- 
oped wakefulness at night, but this was controlled by 
a small dose of phenobarbital. 

Important facts to keep in mind in the use of ‘‘dilantin 
sodium” in epileptics are: (1) each case is an individual 
problem; (2) the patient should be kept under observa- 
tion for at least 30 days in order not only to determine 
the minimum amount of the drug necessary to control 
the convulsions, but also, and this is important, in order 
to give proper care to the patient, should unfavorable 
symptoms appear. 

Another factor that enters is the cost of the drug. 
From an economical standpoint “dilantin sodium” is a 
great deal more expensive than phenobarbital, which is 
an item to be considered, especially by public institu- 
tions. 

Dr. McLendon is to be congratulated upon the results 
he obtained with the 29 patients he studied. In regard 
to the lack of toxic manifestations found in this group, 
it is possible that the type of patients he studied is not 
so sensitive to “dilantin sodium” as are the whites. Per- 
sonally, it seems to me that a combination of this drug 
and phenobarbital is an excellent form of medication. 
When the report of Dr. McLendon and other papers 
on the subject are taken into consideration, there is no 
doubt that “dilantin sodium”’ is one of the most valuable 
drugs we have for treating epilepsy. 

I should like to see further study on the subject. 
Even more definite conclusions would then be possible. 


Dr. Frances I. Seymour, New York, N. Y.—I would 
like to ask Dr. McLendon what percentage of epi- 
lepsy in both the Negro and white patients was heredi- 
tary epilepsy. I would also like to know whether any 
electro-encephalograms were run to distinguish traumatic 
from hereditary epilepsy. We are particularly interested 
in the differentiation of traumatic and hereditary epi- 
lepsy in our work in cross-artificial insemination. 


When a patient gives a vague geneologic history and 
also a personal history of epileptiform seizures of the 
petit mal type in early childhood, it is difficult to de- 
termine whether the taint is hereditary or not. In our 
work in cross-artificial insemination we have made it a 
point not to assist patients who carry any hereditary 
taint. It it with this in mind that I would like to 
know whether the hereditary groups were more refrac- 
tive to the “dilantin sodium” or phenobarbital, whether 
they refused to respond at all and whether in his opinion 
this treatment could be used in any way as a differ- 
ential clinical test which would shed light on the 
etiology. 


Dr. McLendon (closing).—In answer to the question 
as to types of epileptics reported herewith, they were 
true epileptics of the grand mal type. As to the dif- 
ferences between the response of whites and Negroes 
to “dilantin sodium,” it is my impression, based upon 
a limited experience with white epileptics, that the drug 
is more effective in Negroes. 
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FACTORS IN RESISTANCE TO TUBER- 
CULOSIS AS REVEALED BY A 
CASE-FINDING PROGRAM* 


By LELAND W. Parr, Pu.D 
Washington, D. C. 


Despite the fact that each year sees more 
favorable mortality statistics for tuberculosis, 
this disease remains one of the most important 
man has to face. 

The tuberculosis death rate for 1940 for the 
entire United States was 45.9 per 100,000 de- 
rived from a total of 60,428 deaths and was the 
lowest in the history of our country up to that 
time. The deaths in 1938 from pulmonary 
tuberculosis alone (58,027) were, however, more 
than two and one-half times the sum of all 
deaths caused by smallpox, undulant fever, ty- 
phoid and paratyphoid, typhus, measles, scarlet 
fever, whooping cough, diphtheria, dysentery, 
meningitis, and malaria. Deaths from lobar and 
bronchopneumonia, combined, outnumbered 
those from tuberculosis in 1938 by nine to seven, 
but in such a year of normalcy as 1938 no single 
disease, directly microbe-incited, seriously chal- 
lenged the position of tuberculosis as first bac- 
terial agent of mortality. 

“For the number of persons living beyond the age of 
fifty years, the incidence of tuberculosis in a communi- 
cable form is higher than during any other age period 
in life.” 

But it is not as a disease of the aged that 
tuberculosis merits our greatest interest. Tuber- 
culosis is important because it is a disease which 
attacks men and women in the prime of life. 
In 1937 there were 29,540 deaths from tuber- 
culosis among women and of these 10,885 oc- 
curred in the fifteen year span of life fifteen to 
thirty. In this same year, 39,784 men died of 
tuberculosis and of these 19,642 were between 
twenty-five and fifty years of age. Furthermore, 
prior to a fatal outcome from tuberculosis there 
is a period of invalidism and altered mode of 
life which greatiy adds to the burden and loss 
tuberculosis lays on society. 

Most of the progress that has been made in 
diminishing tuberculosis mortality may be as- 
cribed to a lessening of the number of sources 





*Read in Section on Public Health, Southern Medical Associa- 
tion, Thirty-Sixth Annual Meeting, Richmond, Virginia, Novem- 
ber 10-12, 1942. 

*From the Department of Bacteriology, Hygiene and Preventive 
Medicine, School of Medicine, the George Washington University, 
Washington, D. C. 
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of infection and to a raising of the standards of 
living. There is for tuberculosis no preventive 
vaccine, curative serum or specific chemical 
agent which has stood the test of time. Efforts 
to cure other than minimal cases of tubercu- 
losis are attendant, despite remarkable surgical 
advances, by only indifferent success. The social 
problems which arise in a family whose head 
should have sanatorium care have not been 
satisfactorily met by us in our most normal and 
prosperous times. 

In the face, then, of the present world situa- 
tion which threatens to impoverish millions, 
and lower living standards everywhere, consid- 
erable solicitude may well be felt regarding the 
trend of tuberculosis as the war progresses and 
when reconstruction comes. Practically the only 
advance we have made in the field of tubercu- 
losis control which may be considered significant 
and permanent has had to do with milk and 
involves two factors, the introduction of pas- 
teurization, and the relative elimination of bo- 
vine tuberculosis. This is quite in contrast to 
the situation which exists relative to smallpox, 
plague, cholera, yellow fever, typhus, typhoid, 
and diphtheria, which yield to public health 
measures and administrative control readily 
enough to cause us little uneasiness about the 
future provided we maintain our community 
organization and discipline. 

On the other hand, there are factors in the 
contest between man and the tubercle bacillus 
which are extremely difficult to evaluate, but 
which indicate we have acquired rather high re- 
sistance to the tubercle bacillus. This microbe 
would seem to be the most indolent and in- 
active of all the serious pathogens. The human 
animal offers such strong opposition to its in- 
vasion that by far the majority of its success- 
ful entrances into the body result in nothing 
more than sensitization. This resistance which 
we have to tuberculosis may be great enough 
to save us from any significant post-war in- 
crease in tuberculosis, but it is at best a slender 
thread and a mysterious ally greatly exciting 
our curiosity. We have endeavored to learn 
something about it from our experience with 
a case-finding program for medical students. 

For more than ten years interest has been 
focused on the problems of tuberculosis among 
students. Students are of the age group at 
which tuberculosis is important and naturally 
when search is made cases are discovered. Evi- 
dence seems to show that tuberculosis is more 
of a problem among medical students and 
nurses in training than in other groups of stu- 
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dents and this is logical from an epidemiologic 
point of view. 

A positive tuberculin test indicates infection 
with the tubercle bacillus. This infection is 
usually sub-clinical, unrecognized and is some- 
times self-terminating. When persons pre- 
viously tuberculin negative become tuberculin 
positive it is assumed that there has been a 
successful invasion of the body by Mycobac- 
terium tuberculosis. This is “first infection 
phase” tuberculosis. Some years ago this “pri- 
mary tuberculosis” occurred so generally in chil- 
dren that it was known as the “childhood type.” 
In recent years milk has been safe, and advanced 
cases of tuberculosis have become fewer in num- 
ber, largely recognized and so generally con- 
trolled as not to serve as sources of infection. 
As a result, first infection with the tubercle 
bacillus is appearing in fewer persons than for- 
merly and in them coming later in life. It can 
no longer be said that practically all adults are 
tuberculin positive. The correct figure at pres- 
ent is more nearly 50 per cent. The practical 
point here is that physicians should use the 
tuberculin test much more than they do. It does 
not diagnose tuberculosis, but it permits that 
diagnosis or eliminates it in about half of the 
patients encountered, fewer than half in geriatic 
practice, much more than half in pediatric 
practice. 

We have applied the Mantoux intradermal 
tuberculin test using purified protein deriva- 
tive tuberculin’ (before P.P.D. was avail- 
able we used T.P.T. controlled with old tuber- 
culin) to twelve consecutive classes of our medi- 
cal students. The data for these students are 
presented in Table 1. 

The total number of students in residence, 
1942-43, the four classes of 1943, 1944, 1945 
and 1946, were as freshmen only 41.1 per cent 
positive. In addition to these routine tests on 
freshmen a great many other tuberculin tests 
have been carried out. Thus many of the class 
graduating in 1942 were given seven tuberculin 
tests. Repeated testing serves purposes which 
will be apparent later and introduces a possi- 
ble source of error in reading results which must 
be guarded against. 

If tuberculosis were a highly invasive dis- 
ease, all of the students who are tuberculin nega- 
tive on entrance into the school should become 
tuberculin positive as they progress toward 
graduation. And among them numerous cases 
of clinical disease should appear. Almost ex- 
actly one-sixth of all of the graduates in the 
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last four senior classes have been so resistant 
to the tubercle bacillus that they remained tuber- 
culin negative throughout their four-year course. 
A few others previously tuberculin positive be- 
came tuberculin negative and were negative when 
graduated so that among the 235 graduates of 
1939, 1940, 1941 and 1942 there were more than 
a fifth who were tuberculin negative at the 
time of receiving their M.D. degree in an area 
of rather high tuberculosis mortality. In No- 
vember, 1941, we had 146 students in the school 
who were tuberculin negative. In June, 1942, 
this number had risen to 157. Instead, however, 
of having a greater number of upper classmen 
become sensitized and among them some sicken 
we actually have more students graduate tu- 
berculin negative and healthy as far as tubercu- 
losis is concerned. Thus, among 72 graduates 
in 1942, there were 18 who were tuberculin nega- 
tive and had been so throughout medical col- 
lege as checked by seven different tuberculin 
tests. Seven transfer students and five other 
students were also tuberculin negative at gradua- 
tion, but as their early history was not known 
to us (7), or they had been tuberculin positive 
earlier (5), they are, of course, not included as 
completely resistant. But 30 students, or 41.6 
per cent, of the class were tuberculin negative 


_ after four years of medical school life. 


It is now well recognized that a tuberculin 
positive person may become tuberculin nega- 
tive. This is held to indicate that the original 
infection which sensitized the individual has 
been completely eliminated. If the original 
tuberculin reaction is strongly positive this sel- 


TUBERCULIN TESTS ON TWELVE SUCCESSIVE MEDICAL 
CLASSES AT GEORGE WASHINGTON UNIVERSITY 











Class Status Number Pct. Positive 
1935 Sophomore 62 82.2 
1936 Freshman 71 98.5 
1937 Freshman 69 78.2 
1938 Freshman 74 54.0 
1939 Freshman 65 55.3 
1940 Freshman 64 60.9 
1941 Freshman 69 69.5 
1942 Freshman 71 42.2 
1943 Freshman 74 44.6 
1944 Freshman 65 ‘46.1 
1945 Freshman 78 34.6 
1946 Freshman 77 40.2 








Table 1 
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dom happens, but the change is not infrequently 
encountered among those whose original sensi- 
tivity was of low order. During the past four 
years we have found 37 students in all classes, 
previously tuberculin positive, who became tu- 
berculin negative. 

There is one reason, however, why weak posi- 
tive reactions must not be disregarded. They 
may be the beginning stage of what may turn 
out to be progressive disease. One of our two 
last cases of minimal tuberculosis was of this 
sort. Tested in May, 1941, his reaction to the 
strongest dose of purified protein derivative 
was weakly, almost questionably positive. In 
October he reacted strongly to the weakest dose 
of tuberculin. In January he was hospitalized 
and he is now at Trudeau Sanitorium. We had 
the same thing happen in 1939. In our experi- 
ence based on a study of 1,191 students, about 
one-fourth react to the second dose of tuber- 
culin whe fail to react to the first dose, and 
among these there may be an occasional one 
who will soon show clinical tuberculosis. It is 
interesting and perhaps important to note that 
the number of freshmen who show this weak 
sensitization is higher than the number of seniors. 
Among 303 tuberculin-positive freshmen 33.9 per 
cent reacted only to the second dose, whereas of 
123 tuberculin-positive seniors only 14.0 per cent 
required the stronger concentration to reveal 
their sensitivity. This evidence speaks for the 
possibility that repeated contacts with tubercle 
bacilli keep one’s sensitivity at a high level. 
There are some who would look upon this as a 
factor of defense. 

If medical students may complete four years 
of training tuberculin negative, as 41 of ours 
have done in the last four years, it is not reason- 
able to attribute much invasiveness to the tuber- 
cle bacillus. This point is further substan- 
tiated by the fact that tuberculin-positive stu- 
dents may change to tuberculin negative even 
in the medical school and hospital environment. 
Washington, D. C., is situated in an area of 
relatively high tuberculosis prevalence. Each 
student certainly comes in contact with open 
cases of tuberculosis in the clinics and in the 
hospitals. 

A considerable number of students previously 
tuberculin negative have, of course, become 
tuberculin positive. The stage in their course 
at which such change occurred is as follows: 

Before entrance into the third year of medicine, 
46 students. 














fe 


a 
4 
oe 


Vol. 36 No. 4 


After entering upon the work of the clinical years, 
21 students. 


Data have been presented comparing one class 
in medical school with another which obviously 
cannot be done because no two samples so small 
as medical classes are comparable. We have 
data on four classes from the freshmen year 
through to graduation. Starting with the 116 
tuberculin-negative first-year students of these 
four classes we find that 92 of them graduated. 
Of these 92 only two in five had changed from 
tuberculin negative to tuberculin positive. The 
percentages of that change were 47.6, 27.7, 50.0 
and 40.2 and are presented because in view of 
the small numbers involved regular recurrence 
of the same phenomenon may give significance 
to an observation which the small numbers con- 
cerned would invalidate. 

These results are obtained by tuberculin test- 
ing twice each year, early in the fall and in May. 
It is striking to note that 46 of the 67 who be- 
came tuberculin positive in all classes within 
the past four years did so before beginning their 
clinical work. This certainly leads one to ques- 
tion somewhat the present concept of tubercu- 
lous infection only by prolonged contact with 
open cases. It is only fair to point out that 
possibly the more susceptible students were sen- 
sitized by the relatively less dangerous environ- 
ment of the first two years, leaving the resistant 
ones to encounter the more numerous tubercle 
bacilli of the clinical years with a distinct slow- 
ing up in infection rate. Particularly significant 
is the fact that very few of the upper classmen 
who become tuberculin positive do so in the 
senior year. Only four students of 21 became 
sensitized later than during the junior year. 

Experience in certain medical schools has in- 
dicated that tuberculosis is a serious problem.? * 
In one eastern school “in 1935-1936 there were 
30 cases diagnosed tuberculosis by x-ray or 
otherwise, or 5.8 per cent of a total of 514 stu- 
dents.” In one school in the West four active 
cases of tuberculosis and six incipient cases were 
found among 420 students. In the South one 
school reperted in 1941 that “in the past two 
years” there have been five “clinical cases’ in 
the student body. For the past four years, be- 
ginning with 1938-1939, our medical school has 
engaged in a concentrated tuberculosis case- 
finding program. 

In 1940-41, each new student, freshmen and 
transfers to other classes, was tuberculin tested 
and x-rayed in the fall. All sophomores were 
also tuberculin tested in the fall. All seniors and 
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juniors were x-rayed in May. All seniors and 
juniors tuberculin-negative according to our 
1939-1940 records were tuberculin tested in the 
fall and all students in school were tuberculin 
tested in May. Whenever a student previously 
tuberculin-negative becomes tuberculin-positive 
he is x-rayed and this is repeated three or four 
semesters until it is clear that this sensitizing 
infection is failing to progress. Of course a posi- 
tive tuberculin test is not in itself a diagnosis 
of minimal tuberculosis. The x-ray examination 
consists of a full size, standard film in antero- 
posterior view. The films are read by the roent- 
genologist and any suspicious film calls for 
detailed examination of the subject by an in- 
ternist whose field is diseases of the chest. The 
amount of ‘time these specialists have given the 
project has been considerable and any success 
the project has achieved is in no small part due 
to their interest and cooperation.* 

The first year the project was under way four 
students were fousd to have minimal tubercu- 
losis: two seniors, a junior and a freshman. The 
second year one new case of minimal tuberculosis 
was discovered in a senior. In 1940-41 no new 
case was discovered among 260 students, in 
1941-1942 two cases were detected among 285 
students in a junior and a senior. Thus far in 
1942-1943 with 291 students in residence, no 
case has been revealed. 

A point of much interest is whether it is bet- 
ter to be tuberculin-positive or tuberculin-nega- 
tive and evidence pointing one way or the other 
should always be presented even if inconclusive, 
for by the accumulation of many bits of such 
data it may be possible ultimately to draw some 
conclusions. While our case-finding program be- 
gan in 1938-1939 our tuberculin testing data 
extend much further back. We have records of 
ten students who have been given a clinical 
diagnosis of tuberculosis. Seven of these were 
tuberculin-negative when first tested in medical 
school. Two women among them were tuber- 
culin-negative a month before graduation and 
later on, while interns became tuberculous. We 
incline to the point of view that a stabilized 
tuberculin-positive state is to some extent pro- 
tective. 

If persons receive repeated tuberculin tests 
at short intervals certain of them will present 
reactions which may confuse the diagnosis. This 





*Joseph F. Elward, M.D., and William M, Clopton, M.D., 
Roentgenologists; Walter K. Myers, M. D.; John W. Trenis, 
M.D.; and Malcolm F. Lent, M.D., Internists. ali of the Be- 
partment of Medicine. 
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occurs even when using the purified protein 
derivative, but it does not occur in everyone 
who has repeated tuberculin tests. In some in- 
dividuals who are really tuberculin-negative 
there may appear, usually not till the second dose 
of the set is administered, an early erythema 
around the site of intradermal injection. This 
buds within a few hours following the injection 
and is at full bloom, often many centimeters in 
extent, on the second day. It then begins to 
disappear and soon is gone. The reaction is not 
accompanied by a distinct area of induration and 
we have never seen necrosis. There is more 
itching present than for a true tuberculin-posi- 
tive. Because these reactions may occur we 
believe that tuberculin reactions should be read 
after 72 hours and we insist on the demonstra- 
tion of induration.* A reaction which cannot 
be read on a Negro or an Indian or in the dark 
or with the eyes closed should not be recorded 
as positive. | 

The reaction we describe is essentially a skin 
reaction of immunity. Individual differences in 
response capacity to antigen stimulation may ac- 
count for the fact that not all individuals show 
this reaction to tuberculin. It may be that cer- 
tain individuals add to the tuberculin protein 
some additional chemical structure and that the 
conjugated product is antigenic. This phe- 
nomenon is independent of tuberculin hypersen- 
sitivity and occurs in those who are tuberculin- 
positive as well as among those who are tubercu- 
lin-negative. It is less apt to be noticed in the 
former because of the development of the true 
tuberculin positive skin reaction. We are well 
aware that P.P.D. is not considered antigenic, 
but we encounter this reaction several times 
each year and feel it should be reported. 

Our experiences with tuberculosis as a prob- 
lem of the medical school student body have 
led us to the conclusion that our white young 
men and women have very considerable resist- 
ance to even sensitizing infection with the tu- 
bercle bacillus. They may live in the medical 
school and hospital environment and work very 
hard in a locality where tuberculosis rates are 
high and not become infected. On the other 
hand, this resistance to invasion by the tubercle 
bacillus is not the possession of all. About 40 
per cent of our 1942 entering medical students 
have been already infected and in former years 
that figure was higher. Those who are tuber- 
culin positive on entry into school appear to 
increase the degree of their sensitivity as they 
progress. Our data favor the view that a tuber- 
culin-positive reaction is advantageous, but are 
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too meager to warrant stressing the point. Those 
who enter tuberculin-negative either retain that 
evidence of resistance to invasion by the tubercle 
bacillus or they rather quickly are invaded by 
that microbe. It is significant that to the sus- 
ceptible this comes early, before or early in the 
junior year, whereas the resistant hold out 
throughout their period of undergraduate train- 
ing. It would be very desirable to determine 
what factors make for refractoriness to infec- 
tion with the tubercle bacillus. Study of our 
41 students who have been tuberculin-negative 
throughout four years of medical training has 
not revealed a single lead in this problem. 
Finally, we caution workers to be on guard in 
dealing with persons who receive repeated tuber- 
culin tests lest they be misled by the fairly 
common appearance of a “pseudo” reaction 
concerning whose exact etiology we would like 
to know more. 
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DISCUSSION (Abstract) 


Dr. Jacques P. Gray, Richmond, Va—At the Medical 
College of Virginia we have not carried out routine 
tuberculin testing of students as Dr. Parr has done over 
a period of more than a decade. At the present time, 
We are using annual x-ray (paper film) of all stu- 
dents as the case-finding method of choice, presumably 
as a result of unfavorable reactions in two instances. 
Focal reactions to the higher dilution of tuberculin re 
sulted in retinitis and iritis in a second year student 
in medicine and in iritis in a fourth year student in 
pharmacy, with disability for a twelve-month period 
in the former instance and for a three-month period 
in the latter. While there may be controversy as to 
whether these two instances warrant a discontinua- 
tion of the intradermal tuberculin test, certainly they 
encourage caution in the routine use of the test and 
they discourage too much confidence in the test’s free- 
dom from untoward results. 


While it is recognized that Dr. Parr’s opportunities 
for the use of other epidemiologic case-finding methods 
were definitely limited and it was inappropriate there- 
fore to include references to them in his paper, may I 
invite attention to the importance of the family study 
approach to the case-finding problem. Group test- 
ing and even mass x-ray studies have their places, un- 
questionably, but the study of the members of the 
family and of the household of the known case of 
tuberculosis will pay big dividends as well. Each new 
case should be looked upon as a new problem with 
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new opportunities for good “sole-leather” epidemiology, 
not as “just another case.” 

Finally, Dr. Parr’s experience and his data support 
the frequently expressed opinion that the reaction to 
tuberculin today requires caution in interpretation, par- 
ticularly because of the shifting from the reactive to 
the non-reactive state. This phenomenon was not seen 
with appreciable frequency in the past, but it is seen 
with some frequency now, perhaps because of fewer 
opportunities for acquisition of living Mycobacterium 
tuberculosis, and perhaps for other less obvious reasons. 
Certainly with lower attack rates, there will be the 
perhaps not so desirable circumstance as an accompany- 
ing factor, namely: greater susceptibility because of less 
intimate contact with the organism. 


Dr. C. P. Cake, Washington, D. C.—The statistics 
reported by Dr. Parr speak well for the protective 
measures used to protect his students from infection 
by the tubercle bacillus, 

I am identified with the hospital which is used by 
the George Washington Medical School for most ot 
the clinical teaching of its students, but I must say 
that our experience with student nurses there has not 
been so fortunate as Dr. Parr’s has been with his medi- 
cal students. On admission to the training school, we 
have found about 40 per cent positive reactors among 
the nurses, but by the time they graduate about 90 
per cent give positive tuberculin reactions. 

Now I happen to know that the George Washington 
medical students spend a minimum of time working 
on the wards of the Tuberculosis Division of the hos- 
pital and are carefully instructed concerning protective 
measures. Consequently they are subjected to a mini- 
mum of exposure. On the other hand, the student nurses 
have about two months’ service on these wards, and, 
being young and not always heedful of the instructions 
in prophylaxis, are subjected to considerably more 
exposure. 

Therefore, while I would like to believe that Dr. 
Parr’s experience with his medical students indicates 
that we have developed a higher degree of resistance 
to tuberculous infection, I am compelled to the con- 
clusion that it reflects a minimum of opportunity for 
such infection rather than higher resistance. 


As to the immunity afforded by a previous infection 
by the tubercle bacillus, I would like to say this: That 
a first infection, or primary tuberculous process that 
has been successfully arrested, affords a relative, but not 
absolute, immunity to subsequent reinfections, I believe 
has been well established. In our experience with stu- 
dent nurses we have found that those who entered 
the training school with negative tuberculin reactions are 
more likely to develop clinical tuberculosis than are 
the positive reactors. This we believe to be explained 
by the fact that the former get their first infection 
while in training and before this has become arrested 
and before they have had an opportunity to develop 
any appreciable degree of immunity they become rein- 
fected and clinical disease results. The positive reactors 
had already arrested their primary process and had de- 
veloped their relative immunity before they were ex- 
posed to a reinfection, and therefore were less likely to 
develop clinical disease. 


Dr. Charles A. R. Connor, Randolph Field, Tex— 
There is need for the accumulation of more data of 
this nature before many of the mysteries that Dr. Parr 
has alluded to can be answered. 


I have conducted similar studies on the students at 
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New York University College of Medicine starting in 
1936. The positive tuberculin reactors in the fresh- 
man class of that year was 78 per cent. Since then there 
has been a gradual drop, so that the positive reactors 
in the class of 1945 had fallen to 35 per cent. In this 
respect our findings were quite similar to those of Dr. 
Parr. At the time of graduation, 85 to 90 per cent of 
our students have been tuberculin positive. This figure 
has remained constant throughout the years of our 
study. We have attempted to correlate the increase in 
the students becoming tuberculin positive with the medi- 
cal curriculum. Thus far no correlation has been ob- 
tained. As many students change from negative to 
positive reactors between the first and second years 
before they are exposed to clinical material as change 
in later years of their course. 


The most important factor, as I see it, in causing 
this change from tuberculin negative to tuberculin posi- 
tive is the exposure to open cases of tuberculosis. The 
high percentage of medical students graduating from 
George Washington University tuberculin negative 
would seem to indicate that great care is taken to 
prevent dissemination of tubercle bacilli. This is cer- 
tainly a most important part of any student health 
program. 

Tuberculin negative or positive: which is better? I 
am inclined to the same view as Dr. Parr, namely: 
that a stabilized tuberculin positive state is to some 
extent protective. It indicates that the student has 
been infected at least once with the Myobacterium 
tuberculosis and has overcome this infecting dose—so he 
has some resistance to invasion. 

On the other hand, the true test of how an individual 
feels about the tuberculin negative or positive state is 
indicated by his action. Thus would he accept an 
intern on a tuberculosis service who was tuberculin nega- 
tive. One can make the problem more difficult, and 
even more practical at present, by postulating a female 
intern. My own answer would be yes, despite the cases 
of the two women cited by Dr. Parr. I agree with him 
that data based on tuberculin tests alone are too meager 
to allow its use in this fashion. There are undoubtedly 
other factors in the resistance to tuberculosis than or 
in addition to the development of allergy. 


Dr. Parr (closing)—Those who study tuberculosis, 
from whatever angle, are impressed by the very many 
disputed concepts and unsolved problems in the field. 
For some reason experiments and observations do not 
carry such convincing finality as to eliminate conflict- 
ing points of view. Despite this fact I think we should 
continue to offer honest evidence accumulating from 
sustained and considered projects even if inconclusive 
or meager in the hope that the eventual total of data 
available for analysis may lead to better understanding 
of the nature of this important disease. 

I think that the period, 1940-1960, will be very im- 
portant in the investigative field as regards tuberculosis. 
Have we evolved or acquired some degree of resistance 
to the tubercle bacillus? If so, how durable is that 
resistance? What is the significance of the tuberculin 
type of hypersensitivity? Is it likely that we shall 
seriously consider the induction of this sensitivity 
through the use of vaccines as a means of protecting 
against tuberculosis? Has the tubercle bacillus lost 
some of its virulence and if so how and how per- 
manently ? 

The concept of the evolution of the parasite-host 
relationship as the decades pass is one we have given 
too little attention to and the bearing on this relation- 
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ship of the factors of environment should challenge 
further interest and study. The relative simplicity of 
the tubercle bacillus-human host relationship, in that 
no intermediary insect vector is involved, and the mani- 
fold facets of tuberculosis in that it freely attacks both 
sexes and all ages and races in all climates and sta- 
tions of life make it an ideal, if not easy, disease for 
study. The damage tuberculosis is capable of doing 
to the human race makes it an important objective 
for public health concern and activity. 





PARINAUD’S OCULAR GLANDULAR 
SYNDROME* 


By Francis H. McGovern, M.D. 
Danville, Virginia 


Certain pathologic agents provoke regional 
adenopathy when attacking the tissues of the 
lids and conjunctiva. Increasing experience sub- 
stantiates the premise that the ocular glandular 
syndrome associated with the name of Parinaud 
can be caused by multiple rather than a single 
etiologic agent. 

Some observers, especially in the foreign litera- 
ture, regard Parinaud’s conjunctivitis as a dis- 
ease not a syndrome, and attempt to isolate a 
single causative agent. Castelli and Molina! 
found in their study an organism similar to 
Koch’s bacillus, but not dissimilar to Bacillus 
prendo-tuberculosis rodentium. This latter or- 
ganism, according to Duke Elder, resembles B. 
tularense and Microbacillus polymorphicus necro- 
ticans of Pascheff, and all produce a clinical 
picture belonging to Parinaud’s ocular glandular 
syndrome. 

Tassman? feels that the Leptothrix conjunc- 
tivitis of Verhoeff has been definitely established 
as the sole etiologic agent in the conjunctival 
glandular syndrome of Parinaud. 

From a clinical point of view it is definitely 
helpful to consider cases presenting this com- 
bination of unilateral conjunctival lid pathology 
with associated regional adenopathy to be of va- 
ried etiology. In addition to tuberculosis, syph- 
ilis, tularemia, sporotrichosis, and Leptothrix 
conjunctivitis, other etiologic factors are being re- 
corded from time to time. The virus of lympho- 
granuloma venereum has recently been shown to 
cause the syndrome, and the Frei test is now 
a routine procedure in our diagnostic survey. 

Despite careful study some cases still fail to 
show a precise etiologic agent. The two cases 
here recorded illustrate the difficulty in finding 





*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Thirty-Sixth Annual Meeting, Rich- 
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a definite cause. A knowledge of this group 
is important insofar as the prognosis is generall:;’ 
favorable despite a sometimes alarming ocular 
and glandular picture. 

In a previous paper I have pointed out that 
certain of the acute purulent and inclusion lid 
and conjunctival diseases are associated with re- 
gional adenopathy, but the adenitis is transient, 
inconstant and of minor importance. In Pari- 
naud’s syndrome, however, the adenopathy is of 
paramount interest, often receiving more atten- 
tion than the primary unilateral conjunctival 
lesion. Also Parinaud’s syndrome is usually ac- 
companied by constitutional symptoms, varying 
from severe, as in ocular glandular tularemia, 
to slight, as in Leptothrix conjunctivitis or tuber- 
culosis of the conjunctiva. 

Some laboratory procedure is always neces- 
sary to verify the diagnosis. The tests usually 
consist of a biopsy of the primary lesion for 
the recognition of Leptothrix conjunctivitis of 
Verhoeff or to differentiate tuberculosis of the 
conjunctiva from Boeck’s sarcoidosis or benign 
lymphogranulomatosis; the agglutination test 
for tularemia; the Wassermann and dark field 
examination for syphilis, and the Frei test and 
intracerebral mouse inoculations for lympho- 
granuloma venereum. 

Two cases illustrating the difficulty at times 
experienced in arriving at definite diagnosis in 
spite of a rather complete survey are as follows: 


A middle-aged woman presented a swollen right lower 
lid and considerable pre-auricular and submaxillary 
adenopathy of two weeks’ duration. During this time 
she complained of aching, chills, and fever. Her tem- 
perature when first seen was 101° F., and it remained 
elevated for the following two weeks. The lymph node 
swelling was firm and tender, without any tendency to 
suppurate. The conjunctiva of the lower lid resembled 
the description of Leptothrix conjunctivitis: small red 
granulations and nodules on an edematous acutely in- 
flamed palpebral conjunctiva. 

Conjunctival smear and culture were negative for 
bacteria or fungi. The Wassermann and agglutination 
test for tularemia was reported negative. The intra- 
dermal Mantoux tuberculin test was 1+. General 
physical and laboratory examination showed no ab- 
normality. 

Biopsy of the conjunctival lesion was sent to Dr. 
Verhoeff and was reported as follows: “The section 
shows that your case is not one of leptothricosis. The 
specimens, however, are very interesting because they 
contain large areas of macrophages closely resembling 
the characteristic lesions of leptotrichosis; modified 
gram stain failed to show any leptotrichia. The lesions 
differ in that they contain many epithelioid cells in 
addition to the macrophages, and because there are 
small lesions that consist only of epithelioid cells. I sus- 
pect that the lesion is due to tuberculosis in an allergic 
subject. If the tuberculin test is very positive this 
theory would. be supported.” 

Empirically she was placed on local and general 
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sulfonamide therapy. The process gradually subsided 
until at the end of two weeks the lid appeared quite 
normal, she was asymptomatic and afebrile, and the 
regional adenopathy was markedly diminished. 

The second case is of a boy aged 9. He presented a 
swollen upper lid on the right side with pronounced 
firm and tender pre-auricular and submaxillary adenop- 
athy of a month’s duration. The ocular lesion con- 
sisted of an elevated plaque-like vegetation on a hyper- 
emic palpebral conjunctiva of the upper lid. He was 
afebrile but listless and irritable. General physical and 
laboratory examinations were within normal limits. 
White blood count was 9,500 with 85 per cent polymor- 
phonuclear leukocytes and 15 per cent lymphocytes. The 
Wassermann, Frei, and agglutination tests were nega- 
tive. The smear of the mucoid conjunctival discharge 
showed organisms morphologically staphylococci; culture 
was reported as negative. Attempt to transmit the in- 
fection to the cornea of a rabbit was not successful. 
The tuberculin patch test was negative. 

Biopsy of the conjunctival lesion was sent to Dr. 
Verhoeff, who reported as follows: “The tissue does not 
show lesions of leptotrichosis. The sections show nu- 
merous foci of epithelioid cells, and contain many giant 
cells. The condition is undoubtedly due to tuberculosis, 
possibly some unusual form.” 

Following the biopsy the conjunctival lesion was 
lightly curetted. Complete healing rapidly followed and 
the conjunctiva soon appeared quite normal. The 
adenopathy gradually decreased and was no longer ap- 
parent after three weeks. Both patients have remained 
well with no sign of recurrence after eighteen months. 

Clinically tuberculosis of the conjunctiva ap- 
pears in the form of ulcers; ulcers covered with 
granulations, nodules, or coxcomb-like prolifera- 
tions. Duke Elder recognizes an ulcerative, a 
nodular, a hypertrophic papillary and polypoid 
type. The pre-auricular adenitis appears early; 
the disease is usually unilateral and prolonged, 
with little constitutional reaction. 

Tuberculosis of the conjunctiva may result 
from primary exogenous or secondary endogenous 
infection, or extension to the conjunctiva of lupus 
of the face. The exogenous type has been re- 
produced experimentally. Interestingly the ani- 
mals developed regional adenopathy, particu- 
larly those animals with no previous tuberculous 
infection. 

Duke Elder describes tuberculids of the con- 
junctiva as an attenuated tuberculous infection, 
histologically resembling tuberculosis, but not 
containing the tubercle bacilli. They arise ap- 
parently on the basis of an allergic sensitivity. 
One type is associated with lichen scrofulosum 
of the skin and another is allied to the sarcoid 
of Boeck. 

Because tuberculosis of the conjunctiva mani- 
fests itself in many different forms, often doubt- 
ful or obscure diseases of the conjunctiva have 
been placed in this category. 

The relatively short course of the infection in 
these two cases, and the slight or absent tuber- 


McGOVERN: OCULAR GLANDULAR SYNDROME 


313 


culin test, cast some doubt on the diagnosis of 
conjunctival tuberculosis, in spite of the sugges- 
tive histological diagnosis. 

As predicted by Duke Elder, future study will 
bring forth additional agents causing the ocular 
glandular syndrome of Parinaud. 
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DISCUSSION (Abstract) 


Dr. Robert H. Courtney, Richmond, Va—A number 
of well authenticated cases of Parinaud’s ocular glandular 
syndrome have been reported and the etiologic organism 
has been isolated in a goodly number of cases, the 
main characteristic being conjunctivitis associated with 
glandular enlargement of the lymph nodes and parotid 
on the same side, 

For a long time, after Parinaud’s original descrip- 
tion in 1889, very little, if any, attempt was made to 
determine the etiology. The result was that every case 
ot obscure chronic conjunctivitis with vegetations and 
ulcers, and associated with regional lymphadenitis, has 
been classed as Parinaud’s disease with little or no 
attempt to run the etiologic factor to earth. Of recent 
years, however, more and more etiologic factors are 
being discovered in different cases, and it is now quite 
obvious that the term has been used indiscriminately 
to describe many different clinical entities. Pillat (1937) 
says: “We are not justified in longer retaining the name 
of a disease which, so to speak, dated back to a pre- 
bacteriologic era, since now modern methods enable us 
to use an etiologic determination.” 

Several conditions may thus be classed as being in- 
cluded in Parinaud’s ocular glandular syndrome; several 
more will probably emerge in the future with etiologies 
at present unknown. Those conditions which have been 
described include: tuberculous conjunctivitis, syphilitic 
conjunctivitis, tularemic conjunctivitis, leptothrix con- 
junctivitis, necrotic infectious conjunctivitis, conjunctivi- 
tis pseudo-tubercle rodentium, sporotrichosis, and agri- 
cultural conjunctivitis. Each case presenting the clin- 
ical picture of a unilateral conjunctivitis with lym- 
phadenopathy should, therefore, be subjected to the fol- 
lowing tests: 

(1) Smears and cultures, which may show Sporothrix 
or Leptothrix (after the method of Verhoeff). (2) 
Guinea pig inoculation with conjunctival scrapings. (3) 
Biopsy of the conjunctival and glandular lesions. (4) 
Blood Wassermann examination and agglutination for 
tularemia. 

The Leptothrix has been considered by some as a 
common cause, and by others to be the only cause. 
As we all know, Derrick T. Vail, Sr., was the first to 
describe this condition as resulting from tularemia. 
Recently Dr. Edward Francis, in a careful review of 
tularemia, gives credit to the ophthalmologists for their 
careful observations in making diagnoses of conditions 
caused by Bacillus tularense. He says: “In all the years 
there has not been a report of human rodent tularemia 
in France, the land of Parinaud. The diagnosis of 
Parinaud’s cenjunctivitis is a negative diagnosis signi- 
fying a lack of knowledge of the cause.” 
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1943 MEETING OF THE SOUTHERN 
MEDICAL ASSOCIATION 


Various rumors have been current as. to 
whether the Association will hold its annual 
convention in 1943. At the Richmond meeting 
the Council voted that unless conditions not then 
evident should occur, the Association would con- 
vene at the usual time in 1943, the Executive 
Committee to select the place in the spring. 

It now seems to the officers of the Association, 
who have expressed themselves informally, that 
there are many reasons why the physicians of 
the South should meet. Chief of these is the 
fact that medical men everywhere must keep 
their knowledge fluid. Advances are numerous 
and arresting and in spite of the war there has 
been no abatement in new scientific work. Offi- 
cial recognition of the need of continued tech- 
nical progress is furnished by, among others, 
President Roosevelt’s spokesman and intimate, 
Harry Hopkins. Hopkins, though he would abol- 
ish English literature courses and Chaucer from 
the American educational system for the dura- 
tion, prophesies continuation and intensification 
of scientific education of all kinds. Stephen 
McDonough, Science Writer for the Associated 
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Press, who covered Southern Medical meetings 
for a number of years before he entered the 
Army, quotes the Director of Scientific Research 
and Development in Washington as saying, 
“Medical meetings? By all means they should 
be continued with even greater emphasis than 
before. We must preserve and disseminate ad- 
vances in medical knowledge as never before.” 

The geographical limitations of the Southern 
Medical Association grant a variety of scientific 
viewpoints among its members with a minimum 
of distance to be covered to reach a central 
meeting city. The South has furnished a larger 
quota of physicians for the armed forces than 
have other parts of the country. This bespeaks 
a more active and youthful profession. It is 
particularly important that members left prac- 
ticing keep in close contact with one another for 
discussion of changing methods. It is important 
that occasional relief from the terrific grind of 
heavy practice be obtained by a brief complete 
change of environment. 

Detailed plans for the 1943 meeting will prob- 
ably be formulated in the next few weeks. 





THE IMPORTANCE OF THE Rh FACTOR 
IN BLOOD TRANSFUSION 


In 1940, Landsteiner and Wiener’ described 
an immune agglutinin which they produced in 
rabbits by the injection of blood cells from the 
Macacus rhesus monkey. This immune agglu- 
tinin when tested with the cells of a large num- 
ber of humans, differentiated them into two 
types: a group whose red cells contained the Rh 
factor and the other in whom the red cells lacked 
the factor. These people are referred to as Rh 
positive and Rh negative. Eighty-five per cent 
have the Rh factor in the red cells and 15 per 
cent do not have it, apparently without respect 
to age, sex or race. This factor has been further 
shown to be inherited as a Mendelian dominant. 
One who possesses the factor in the red cells can- 
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not under any circumstances produce agglutinins 
against it in his own blood; therefore, it is the 
15 per cent of Rh negative people who com- 
prise the clinical problems. The presence or 
absence of the Rh factor bears no relationship 
to the four standard blood groups and the factor 
is evenly distributed in all of the four major 
blood groups. 

It has now been fairly well demonstrated by 
Levine and his associates* that the clinical con- 
dition in infants known as erythroblastosis, in- 
cluding fetal hydrops, icterus gravis, and hemolyt- 
ic disease of the newborn, may be caused by the 
development of anti-Rh agglutinins in the blood 
serum of an Rh negative mother who is carrying 
an Rh positive fetus, and these in turn may be 
transferred to the fetus, causing excessive de- 
struction of the Rh positive fetal red cells. For 
this condition to develop, it is necessary that the 
father be Rh positive, the mother Rh negative 
and the fetus Rh positive. In spite of the rather 
clear-cut evidence that this is the mechanism in 
the production of erythroblastosis fetalis, there 
is no way of preventing the occurrence of this 
tragedy. It is quite probable that some mis- 
carriages and abortions are also on this basis. 
Furthermore, in the treatment of the erythroblas- 
totic infant particular attention must be directed 
to the type of blood used in transfusing the 
infant. Obviously the mother’s blood will not be 
satisfactory, since this merely transfuses the in- 
fant with more anti-Rh agglutinins. Further- 
more, the father’s blood is equally unsatisfac- 
tory, because it is always Rh positive and merely 
adds more cells to be destroyed by the immune 
infant. Consequently the only treatment that 
can be employed satisfactorily is transfusion with 
known Rh negative blood, that is, the blood of a 
donor who is of the same major blood group as 
the recipient and furthermore is a known Rh 
negative containing no anti-Rh agglutinins. 

Since the Rh negative woman carrying an 
Rh positive fetus may develop these anti-Rh 
agglutinins during the course of pregnancy, it 
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follows that she must be transfused with great 
care in the event a transfusion is necessary, either 
during pregnancy or in the postpartum period. 
The use of Rh positive blood is likely to be fol- 
lowed by severe hemolytic destruction of the 
cells of the transfused blood, thus giving rise 
to severe transfusion reactions. Such mothers 
should be transfused only with Rh negative 
blood, of the type mentioned above. After de- 
livery of the erythroblastotic infant, the anti-Rh 
agglutinins gradually disappear from the blood 
of both mother and infant over a period of two 
to three months. It has been shown by Witebsky 
and his associates* that the immune body is 
present in the breast milk and it is possible that 
the breast fed infant may receive. more anti- 
bodies from that source. 

It has now been well demonstrated by Wiener* 
that many of the hemolytic reactions, previously 
unexplained, may develop in those Rh negative 
persons who have had a considerable number 
of transfusions from Rh positive donors resulting 
in the development of anti-Rh agglutinins in 
their blood. All patients who develop unex- 
plained hemolytic reactions after transfusions 
should be carefully investigated on this basis 
and if they are found to agglutinate Rh positive 
cells, then only Rh negative donors should be 
used for them. It is obvious, then, that a group 
of Rh negative donors should be available in all 
institutions where transfusions are given. The 
only way to assemble a pool of Rh negative 
donors is to test large groups of people for Rh 
negativity or positivity. This can be done by 
using known anti-Rh immune serum. Such 
serum can be obtained from two sources. First, 
it may be obtained from mothers who have re- 
cently delivered erythroblastotic infants and 
whose serum is demonstrated to contain a high 
titer of anti-Rh immune bodies. Secondly, it 
may be prepared by the injection of rabbits or 
guinea pigs with washed red cells from the 
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Macacus rhesus monkey. At the present time, 
immune serum from the former source appears 
to be the most dependable. 

In the event that it is not possible to obtain 
anti-Rh serum, then the next best safeguard is 
always to employ what has been described by 
Levine® as a modified compatibility test. In- 
stead of carrying out cross matching of blood 
between donor and recipient in the usual man- 
ner, the technic should be modified so that the 
cross matching is done in a test tube, after which 
the mixture is incubated for at least 30 minutes 
in a water bath, then centrifuged at 500 R.P.M. 
for one minute, and the resuspended sediment 
examined microscopically for agglutination. In- 
cubation is important because the anti-Rh ag- 
glutinin is a warm agglutinin operative only at 
body temperature. Such a test will detect not 
only incompatibility of the standard blood 
groups, but also incompatibility between the Rb 
factor and the anti-Rh agglutinin. 





TETANUS IN NORTH AFRICA 


During the first world war, over the manure- 
soaked fields of France and Belgium, tetanus was 
the great scourge, and many lives were saved 
by antitoxin. Fighting conditions now in the 
middle east, as the British call the north African 
war zone, are quite different and infection of the 
ground with tetanus spores is much less frequent. 
Culture of desert soil about Benghazi and To- 
bruk shows a low incidence of tetanus. Among 
sixty specimens examined, only three gave posi- 
tive cultures. Soil from more fertile stretches in 
the same vicinity had two to four times the infec- 
tion rate of the desert. Another difference, of 
course, in the African campaign is that the fight- 
ing has been very little in trenches under the 
earth as it was in France; it has been a war of 
astonishingly rapid motion over the land and in 
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the air. However, in spite of the lowered ex- 
posure rate lockjaw and subsequent deaths have 
been recorded. Methods of tetanus prophylaxis 
of this war are quite different from those em- 
ployed twenty-five years ago, and the present 
conflict provides the first large scale trial of 
the modern immunizing agents. 

For diphtheria and tetanus, it will be recalled, 
a quarter century ago the preventive biologicals 
were similar in their nature and preparation: 
they were toxin-antitoxin mixtures. Diphtheria 
and tetanus organisms during their growth pro- 
duce a poison so deadly that not even minute 
sterile doses can be administered unmodified to 
humans. Instead, to stimulate production of 
immune bodies, an animal is immunized by sev- 
eral injections of toxin over a period of weeks, 
and it is bled to provide immune serum which 
will aid a patient in combating his infection. 
The antitoxic serum with a certain amount of 
toxin is given for immunization. 

The new product for tetanus immunization 
is toxoid, or modified toxin. Toxin is obtained 
by cultivating the micro-organism in the usual 
way, and filtering. It is treated chemically with 
formaldehyde, and a material obtained which 
still retains its immunizing properties but is 
little toxic. The steps involving use of the ani- 
mal serum and injection of animals are thus 
eliminated. Immunization with toxoid has been 
widely accepted in civilian life for a number of 
years. It is now as simple as typhoid vaccina- 
tion. Both British and Americans, as soon as 
they are inducted into service, receive tetanus 
toxoid injections. The English inductee receives 
two injections soon after enlistment, and 3,000 
units of antitoxin as further security if he is 
wounded. 

Upon surveying two years of fighting in north 
Africa, English observers! report that only eight- 
een cases of tetanus have occurred. Five of the 
eighteen patients had been immunized. Of these 
five, three, or more than half, died. It has been 





1. Tetanus in the Middle East: Effects of Active Immuniza- 
tion. Lancet, p. 6226 (Dec. 26) 1942. 














Vol. 36 No. 4 


considered whether methods of treatment or pre- 
vention could be further improved. British writ- 
ers suggest that the protection conferred by toxoid 
has a “ceiling.” It is quantitative. In two of 
the fatal cases extensive tissue necrosis seen at 
autopsy showed that an overwhelming quantity 
of toxin had been produced by growth of the 
bacilli. This furnished a massive dosage which 
could not be counteracted by the quantity of 
toxoid generally given in prophylaxis. Surgical 
care, they say, is essential in treatment, to re- 
move devitalized tissue, regardless of immuniza- 
tions, and wounds must be tended to see that 
toxin retention is kept at a minimum. They be- 
lieve that the quantity of toxoid now used for pre- 
liminary immunization is not adequate, and that 
three injections instead of two should be given. 





TWENTY-FIVE YEARS AGO 
From JOURNALS OF 1917 


Food Supply.1—tf the American people fail to appre- 
ciate the supreme importance of the food supply in re- 
lation to the present world war and the inevitable con- 
sequences which are liable to confront our own nation, 
now at war, if the food problem is treated with 
characteristic indifference, it will scarcely be the fault 
of printers’ ink or inadequate publicity. * * * The food 
supply on which every inhabitant is absolutely de- 
pendent is almost entirely removed from any regulatory 
influences cther than a few sanitary regulations here 
and there. 


English Doctors.2—The attacks made by German sub- 
marines upon our hospital ships have determined the 
government to take a step which as a matter of course 
must have been present to their minds for some time. 
It has been decided to call up every medical man of 
military age, and every practitioner in this category 
will become available for the Army by May 1. 


Hospital Units3—The preparatory work of organizing 
and equipping base hospital units * * * was taken in 
hand by the American Red Cross some months ago, and 
twenty-two units are now ready for service at any 
moment, while seven others are on the point of com- 
pletion. Each hospital will have 500 beds. * * * 

The Rockefeller Institute is experimenting with a 
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portable military hospital unit with accommodations 
for 200 patients to be used as a surgical clinic. It is 
proposed to place it in charge of Dr. Carrel and Dr. 
Dakin to assist in the introduction of the methods of 
these surgeons as carried out in the French military 
hospitals. 


Peanuts in England.tA—There seems to be an increased 
sale of “monkey nuts” and I observe that the price, 
which in peace time was 1 d. a pint, has now reached 
3 d. a pint in some places. * * * I have seen public 
places strewn with “monkey nut” shells. * * * 

In a recent handbook on Brazil * * * is the following 
paragraph: Pea-nuts (Amendoim). The kernels yield 
50 per cent of oil and the shells contain 85-48 per cent 
of cellulose. The residue of the crushed nuts forms an 
excellent feeding cake for cattle. 





4. Correspondence. Ibid., p. 670. 





A CORRECTION 


In the paper ‘‘The Intravenous Use of Cardiac Glyco- 
sides” by Dr. John S. LaDue, published in the February 
issue of the JoURNAL, page 131, table 6, the figures under 
the “Work” column should be (reading down) 6.45, 
8.52, 6.99 and 8.25. Work refers to work of the left 
ventricle only. 
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Familial Nonreaginic Food-Allergy. By Arthur F, Coca, 
M.D., Medical Director, Lederle Laboratories. 160 
pages. Springfield, Illinois: Charles C. Thomas, Pub- 
lisher. Cloth $3.00. 

This little book is dedicated to the idea that there 
is a type of allergy in which reagins or antibodies can 
not be demonstrated in the blood by, any of the known 
methods and in which the entrance of the excitant into 
the blood stream is followed by increase of the heart 
rate. The excitants or allergens are usually foods and 
the resultant symptoms are headache, indigestion, ner- 
vousness and other symptoms more or less generally 
considered allergic. This type of allergy Dr. Coca classes 
as “familial nonreaginic food-allergy.”” The other group 
Dr. Coca calls atopy, and in those, antibodies or 
reagins can often be demonstrated. 

One surmises that the idea is based on the author’s 
experience in his own personal case since the case of 
A. F. C. is frequently and extensively quoted. Nu- 
merous other cases are discussed and the method of 
diagnosing and treating are described, 

The book is short and easy reading and may prove 
to be a worth-while contribution to the diagnosis and 
treatment of a large group of allergic manifestations. 
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Section on Anesthesia—Dr. Russell F. Bonham, Chairman, Hous- 
ton, Texas; Dr, Merrill C. Beck, Vice-Chairman, New Or- 
leans, Louisiana; Dr. John Adriani, Secretary, New Orleans, 
Louisiana. 


Section on Medical Education and Hospital Training—Dr. Frank 
R. Bradley, Chairman, St, Louis, Missouri; Dr. Edwin P. 
Lehman, Vice-Chairman, University. Virginia; Dr. John W. 
Spies, Secretary, Baltimore, Maryland. 


Section on Public Health—Dr. Hugh R. Leavell, Chairman, Louis- 
ville, Kentucky; Dr. J. C. Knox, Vice-Chairman, Raleigh, 
North Carolina; Dr. Lonsdale J. Roper, Secretary, Richmond, 
Virginia. 

American Public Health Association, Southern Branch (meeting 
conjointly with Southern Medical Association)—Dr. C. F. 
McClintic, President, Charleston, West Virginia; Dr. E. C. 
Harper, First Vice-President, Richmond, Virginia; Mr. H. z. 
Darcey, Second Vice-President, Oklahoma City, Oklahoma: 
Miss Donna Pearce, Third Vice-President, Washington, D. C.; 
Dr. R. H. Hutcheson, Secretary-Treasurer, Nashville, Ten- 
nessee, 


National Malaria Society (meeting conjointly with Southern 
Medical Association)—Col. J. S. Simmons, President, Wash- 
ington, D. C.; Mr. G. H. Bradley, President-Elect, Atlanta, 
Georgia; Mr. J. L. Robertson, Jr., Vice-President, Memphis, 
a ga Dr. Mark F. Boyd, Secretary-Treasurer, Tallahassee, 

ori 


American Society of Tropical Medicine (meeting conjointly with 
Southern Medical Association)—-Dr. N. Paul Hudson, President, 
Columbus, Ohio; Dr. Wilbur A. Sawyer, President-Elect, New 
York, New York; Dr. C. S. Stephenson, Vice-President, Wash- 
ington, D. C.; Dr. Joseph S. D’Antoni, Secretary-Treasurer, 
New Orleans, Louisiana; Col. Charles F. Craig, Editor, San 
Antonio, Texas. 


American Academy of Pediatrics, Region 2 (meeting conjointly 
with Southern Medical Association)—Dr. Hugh Leslie Moore, 
Chairman, Dallas, Texas; Dr. Warren W. Quillian, Vice-Chair- 
man, Coral Gables, Florida. 


Women Physicians of the Southern Medical Association—Dr. 
Amey Chappell, Chairman, Atlanta, Georgia. 


Woman’s Auxiliary to the Southern Medical Association—Mtrs. 
Richard H. Clark, President, Hattiesburg, Mississippi; Mrs. 
John Pierpont Helmick, President-Elect, Fairmont, West Vir- 
ginia; Mrs. James B. Stone, First Vice-President, Richmond, 
Virginia; Mrs. Charles H. Daniel, Second Vice-President, 
College Park, Georgia; Mrs. W. W. Potter, Recording Sec- 
retary, Concord, Tennessee; Mrs. R. E. Schwartz, Correspond- 
ing Secretary, Hattiesburg, Mississippi; Mrs. W. H. Anderson, 
Treasurer, Booneville, Mississippi; Mrs. Joseph E. Wier, His- 
torian, Louisville, Kentucky; Mrs. R. C. Haynes, Parliamen- 
tarian, Marshall, Missouri. 
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ALABAMA 


Alabama seems assured a four-year medical school from a recent 
meeting of the Governor with members of the State Board of 
Health and a special committee of the Medical Association of 
the State of Alabama. The committee was composed of Dr. 
William D. Partlow, Tuscaloosa, Chairman; Dr. Edwin V. 
Caldwell, Huntsville; Dr. James P. Collier, Tuscaloosa; Dr. 
Samuel A. Gordon, Marion; Dr. Samue] L. Ledbetter, Jr., Birm- 
ingham; Dr. Burton F. Austin, Montgomery, State Health Offi- 
cer: Dr. John H. Blue, Montgomery; Dr. Emmett B. Frazer, 
Mobile; Dr. Paul P. Salter, Eufaula; and Dr. Audiss M. 
Walker, Tuscaloosa. The school will be known as the School 
of Medicine of the University of Alabama. Birmingham has 
been suggested as the location for the two years’ advanced 
training. : 

Dr. Vincent J. Thacker, Dothan, and Miss Nettie M. Smith, 
Troy, were married recently. 

Dr. Julian Patterson Hardy, Newala, and Miss Marion Frances 
Doughty, Tuscaloosa, were married recently. 


DEATHS 


Dr. M. L. Hines, Arab, aged 77, died February 18. 

Dr, Hill W. Howell, formerly - Birmingham, aged 56, died 
in San Francisco, California, March 1 

Dr. James Slaughter Norton, Sayreton, aged 50, died recently 
of angina pectoris. 

Dr. James Richard Tarrant, Birmingham, aged 81, died recently 
of coronary occlusion and generalized sclerosis. 

Dr. Cecil Judson Vaughn, Luverne, aged 36, died recently. 





ARKANSAS 


Arkansas County Medical Society has elected Dr. Homer 
Dickens, DeWitt, President; Dr. Arthur Fowler, Humphrey, 
Vice-President; and Dr. R. H. Whitehead, DeWitt, Secretary- 
Treasurer. 

Johnson County Medical Society has elected Dr. Earle H. 
Hunt, President; Dr. George L. Hardgrave, Vice-President; and 
Dr. G. R. Siegel, Secretary-Treasurer, all of Clarksville. 

Lafayette County Medical Society has elected Dr. F. E. 
Baker, President; and Dr. A. W. Keith, Vice-President and 
Secretary, both of Stamps. 

Miller County Medical Society has elected Dr. 
Smith, President; Dr. N. B. Daniels, Vice-President; 
H. K. Abrams, Secretary-Treasurer, all of Texarkana. 

Phillips County — Society has elected Dr. H. H. 
Rightor, President; J. W. Butts, Vice-President; and Dr. 
J. T. Herron, as Wheel Treasurer, al] of Helena. 

Randolph County Medical Society has elected Dr. J. W. Ryburn, 
Pocahontas, President; Dr. J. E. Smith, Revno, Vice-President; 
and Dr. M. A. Baltz, Pocahontas, Secretary-Treasurer. 

State Board of Health has elected Dr. W. G. Hodges, Malvern, 
President: Dr. F. O. Mahony, El Dorado, Vice-President; and 
Dr. W. B. Grayson, Little Rock, Executive Secretary. 

Dr. W. B. Grayson. Little Rock, President of the State and 
Territorial Health Officers’ Association, recently attended the ses- 
sions of that association. 

Dr. E. F. Ellis and Dr. Vincent O. Lesh have been elected 
Directors of the First National Bank at Fayetteville. 

Dr. C. W. Jones, Benton, has been doing some special work at 
Tulane University School of Medicine, New Orleans, Louisiana. 

Dr. H. E. Mobley, Morrilton, has been elected a Director of 
the Chamber of Commerce. 

Dr. R. O. Norris. Tuckerman, has been elected Vice-President 
of the Bank of Tuckerman. 

Dr. W. T. Moore has moved from Everton to Marshall, where 
he will be associated with Dr. E. A. Bing and Dr. P. L. Evans. 

Dr. W. H. Toland, Nashville, has been appointed Health 
Officer for Howard County. 

Dr. W. G. Hancock, Rison, 
cer for Cleveland County. 
Dr. C. FP. Sisco, Springdale, has been elected a Director of 
the First State Bank at Springdale. 

Dr. A. C. Modelevsky, Jonesboro, has been reappointed Health 
Director for Craighead County. 

Dr. V. R. Fox has moved from Leachville to Manila. 

Dr. F. E. Baker, Stamps, has been elected Vice-President of 
the Bodcaw Bank for the twenty-seventh year. 


W. Decker 
and Dr. 


has been appointed Health Offi- 
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Dr. W. Myers Smith, Little Rock, Lieutenant, Medical Corps, 
Army of the United Siates, has been assigned to 2nd Section, 
19th Officers Training Class, Carlisle, Pennsylvania. 

Dr. J. L. Grace, Bellville, Major, Medical Reserve, U. S Army, 
has been assigned to 563 Sig. A. W. Battalion, Drew Field, 
Tampa, Florida. 


DraTHS 
Dr. Charles Augusta Caldwell, Blytheville, aged 62, died 
February 8. 
Dr, Robert Cowger, Danville, aged 70, died recently of 
heart block. 
Dr. Joseph Franklin Grist, Magazine, aged 73, died recently 


of angina pectoris. 

Dr. George Thomas Hopkins, 
of ruptured abdominal aneurysm. 
Dr. James M. Lemons, Pine Bluff, aged 80, died February 3. 

Dr. Louis Lynn Marshall, Little Rock, aged 61, died recently 
of chronic lymphatic leukemia. 
Dr. Albert L. McClard, Newark, aged 75, died recently of 


Paragould, aged 73, died recently 


pneumonia. 

Dr. C. W. Oliver, Jonesboro, aged 74, died recently of 
paralysis agitans. 

Dr. George W. Ringgold, Gould, aged 74, died recently. 


DISTRICT OF COLUMBIA 


American College of Physicians will have a Regional meeting 
in Washington sometime in April primarily for mem- 
bers of the College in Maryland, Virginia, West Virginia, Dela- 
ware and the District of Columbia, but all members of the 
College are invited to attend, The meeting will be for one day, 
half of the day given at the Army Medical Center and half 
zt the National Naval Medical Center. 

Chamber of Commerce of the United States, Washington, 
has organized a National Health Advisory Council for the purpose 
of carrying out a program for health conservation as one of the 
factors in winning the war. It will consider national health prob- 
lems in relation to the war program. 


Washington Orthopedic Club, Washington, has elected Dr. 
Julius S. Neviaser, President; Dr. Pau] J. O’Donnell. Vice- 
President; and Dr. Julius J. Radice, Secretary-Treasurer. - This 


Club meets the second Monday of each month alternately at 
Walter Reed Hospital, Washington, and the Naval Hospital, 
Bethesda, Maryland. Orthopedists stationed at these hospitals are 
invited to attend. 

Glenn Dale Sanitarium, Washington, has been renovated and 
will be used for convalescent tubercular patients. 

Dr. Henry H. Hazen, Washington, was recently honored by 
Life Membership in the American Social Hygiene Association 
for his ‘‘outstanding services to the cause of public health 
practice, research and teaching.” 


Dr. Hugh S. Cumming, Washingtcn, an Associate Member of 


the American Foundation for Tropical Medicine, was at its re- 
cent meeting elected to membership. 
Rear Admiral Ross T. McIntire, Washington, Surgeon Gen- 


eral, U. S. Navy, and personal physician to President Roose- 
velt, received the honorary degree of Doctor of Science at the 
commencement exercises at Marquette University School of 
Medicine, Milwaukee, Wisconsin, on February 13. 

Dr. George C. Dunham, Washington, General, Medical Corps, 
U. S. Army, was recently elected to membership in the Ameri- 
can Foundation for Tropica] Medicine. 

Dr. Albert R. Dreisbach, Washington, Lieutenant-Colonel, 
Medical Corps, U. S. Army, was recently elected to mem- 
bership in the American Foundation for Tropical Medicine. 


FLORIDA 


Alachua County Medical Society has elected Dr. George C. 
Tillman, President; Dr. John H. Thomas, Vice-President; and 
oe Chester F. Ahmann, Secretary-Treasurer, all of Gaines- 
ville. 

Brevard County Medical Society has elected Dr. Gerard E. 
Christie, Titusville, President; Dr. A. F, Thomas, Cocoa, Vice- 
President; and Dr. I. K. Hicks, Melbourne, Secretary-Treasurer. 

Columbia County Medical Society has re-elected Dr. H. S. 
Howell, President; and Dr. Thomas H. Bates, Secretary-Treasurer, 
both of Lake City. 

Lee one Medical Society has elected Dr. H. Quillian Jones, 
President; A. S. Byle, Vice-President; and Dr. William H. 
Grace, Se ee al] of Fort Myers. 
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Counties ~—— So- 
John 
a * P Wilkin. 


Leon-Gadsden-Liberty-Wakulla-Jefferson 
ciety has elected Dr. J . Sapp, Havana, 7; +? 
L. Williams, Tallahassee, Vice-President; and Dr. 
son, Tallahassee, Secretary-Treasurer, re-elected. 

Marion County Medical Society has elected Dr. 
Davis, President; Dr. Robbins Nettles, Vice-President; 
Bertrand F. Drake, Secretary-Treasurer, all of Ocala. 

Orange County Medical Society has elected Dr. Thomas E. 
McBride, Apopka, President; Dr. Duncan T. McEwan, Orlando, 
Vice-President; Dr. John A. Pines, Orlando, Secretary; and Dr. 
Walter A. Weed, Orlando, Treasurer. 

St, Johns County Medical Society has elected Dr. Alfred W. 
Norris, President; Dr. Herbert E. White, Vice-President; Dr. 
Charles C. Grace, Secretary; and Dr. R. D. Harris, 
all of St. Augustine. 

St. Lucie-Okeechobee-Indian River-Martin County Medical So- 


T. Hartley 
and Dr. 


Treasurer, 


ciety has elected Dr. F. A. — President; Dr. M. D. 
Council, Vice-President; and Dr. M. Sample, Secretary- 
Treasurer, al] of Fort Pierce. 

Volusia County Medical Society has elected Dr. Ludo von 
Meysenbug, Daytona Beach, President; Dr. W. C. Chowning, 
New Smyrna Beach, Vice-President; ‘and Dr. R. L. Miller, 
Daytona Beach, Secretary-Treasurer, re-elected. 


Dr. LeRoy M. Sutter, formerly on the staff of the Florida 
Sanitarium and Hospital at Orlando, has been cited in orders of 
commendation for bravery under fire and for service beyond 
the call of duty in North Africa. 

Dr. H. Mason Smith, Tampa, was recently appointed Chair- 
man of the Board of Past Presidents of the Florida Medical 
Association to succeed the late Dr. W. P. Adamson. 

Dr. Edward M. Coleman, Clermont, who suffered a coronary 
occlusion attack in 1940, has resumed practice and is located 
in the Clinic Building. 

Dr. Clarence Bernstein, Orlando, has opened offices in Winter 
Park, practice limited to allergy and internal medicine. 

Dr. George R. Crisler, Winter Park, and Mrs. Jane Bacher 
were married recently. 

Dr. Theodore Willard Weeks, Jr., Moore Haven, and Miss 
Anna Florence Joyner, Farmville, North Carolina, were mar- 
ried recently. 


DeaTHS 
Dr. David Tarwater Austin, Sarasota, aged 65, died recently 
ocarditis 


of my \ 
Dr. James Milton Philpot, Bowling Green, aged 57, died 


recently of organic heart disease. 





GEORGIA 


Bartow County Medical Society has elected Dr. S. M. oF ee 
President; Dr. H. B. Bradford, Vice-President; and Dr, A. L. 
Horton, Secretary-Treasurer, all ‘of Cartersville. 

Brooks County Medical Society has elected Dr. A. B. Jones, 
President; Dr. L. A. Smith, Vice-President; and Dr. Harry A. 
Wasden, Secretary-Treasurer, all of Quitman. 

Crisp County Medical Society has elected Dr, Chas. Adams, 
President; Dr. H. J. Williams, Vice-President; and Dr. L. O. 
Wootten, Secretary Treasurer, all of Cordele. 

Dougherty County Medical Society has elected Dr. W. S. 
Cook, President; Dr. J. C. Keaton, Vice-President; and Dr. 
I. M. Lucas, Sectetary-Treasurer, all of Albany. 

Forsyth County Medical Society has elected Dr. R. H. Bramb- 
lett, President; J. Theo Brice, Vice-President; and Dr. 
Lipscomb, Secretary-Treasurer, all of Cumming. 

Franklin County Medical Society has elected Dr. Stewart D. 
Brown, Royston, President; Dr. E. T. Poole, Lavonia, Vice- 


President; and Dr. B. T. Smith, Secretary-Treasurer, al] of 
Carnsville. 

Haralson County Medical Society has elected Dr. E. F. San- 
ford, Buchanan, President; Dr. C. whey, Tallapoosa, 
Vice-President; and Dr. C, H. Allen, Bremen, Secretary- 
Treasurer. 

Henry County Medical Society has elected Dr. A. W. Carter, 
Jr., McDonough, President; Dr. H. C. Ellis, McDonough, Vice- 
President; and Dr. E. G. Colvin, Locust Grove, Secretary- 
Treasurer. 


Jackson-Barrow Counties Medical Society has elected Dr. E. 
R. Harris, Winder, President; Dr. J. H. Campbell, Commerce, 
Vice-President; and Dr, A. A. Rogers, Commerce, Secretary- 
Treasurer. ii bepey 

Montgomery County Medica] Society has elected Dr. W. M. 
Moses, Uvalda, President; Dr. J. E. Hunt, Mount Vernon, 
Vice-President; and Dr. J. W. Palmer, Ailey, Secretary-Treasurer. 

Randolph County Medical Society has elected Dr. S. P. Kenyon, 
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President; Dr. L. R. Massengale, Lumpkin, Vice- 
President; and Dr. W. G, Elliott, Cuthbert, Secretary-Treasurer. 

Richmond County Medical Society has elected Dr. Geo. W. 
Wright, President; and Dr. H. P. Harrell, Secretary, both of 
Augusta. 

Tattnall County Medical Society has elected Dr. J. C. Collins, 
President; Dr. L. R. Jelks, Reidsville, Vice-President; and Dr. 
J. M. Hughes, Glennville, Secretary-Treasurer. 

Thomas County Medical Society has elected Dr. Herbert F. 
Readling, Thomasville, President; Dr. S. E. Sanchez, Barwick, 
Vice-President; and Dr. Mary J. Erickson, Thomasville, Secre- 


Dawson, 


tary-Treasurer. 
Wilkes County Medical Society has elected Dr. A. W. Simp- 
son, Jr., President; Dr. L. R. Casteel, Vice-President; and Dr. 


R. G. Stephenson, Secretary-Treasurer, all of Washington. 

The Medical and Surgical Staff of the Georgia Baptist Hospital, 
Atlanta, has elected Dr. H. W. Minor, President; and Dr. H. H 
Askew, Secretary. Dr. Hal M. Davison is the retiring President. 

Dr. John F. Busch, formerly with the State Department of 
Public Health, Atlanta, has been appointed Director of Medical 
and Health Service for the Eastern Area of the American Red 
Cross with headquarters in Alexandria, Virginia. Georgia is 
included in this area. 

Dr. S. F. Rosen, Savannah, recently 
in dermatology, sponsored by the U. S. 
at Northwestern University Medical School, 


took a special course 
Public Health Service, 
Chicago. 


DEATHS 


Dr. Guy Chappell, Dawson, aged 68, died recently. 

Dr. Raymond Victor Harris, Savannah, aged 63, died recently 
of heart disease. 

Dr. J. Frank Huss, Atlanta, aged 71, 
tension and heart disease. 

Dr. Andrew Jackson Irwin, Sandersville, aged 80, died re- 
cently of heart disease. 

Dr. David Charlton La Grone, Midville, aged 57, died re- 
cently of cerebral hemorrhage. 

Dr. Charles M. Mickle, Texas, 
nephritis and senile gangrene. 

Dr. William Walton Odom, Lyons, aged 71, 


died recently of hyper- 


aged 76, died recently of 


died recently. 


KENTUCKY 


The Oneida Hospital for Mothers and Babies of the Moun- 
tains, Oneida, was recently opened. It is operated as a unit 
of the Clay County Health Department in cooperation with the 
State Department of Health and its service program is i 
out under a plan developed cooperatively by the State Depart- 
ment and the U. S. Public Health Service. This hospital was 
opened as the Oneida Mountain Hospital in 1928. The Governor 
allocated funds to the State Department of Health for necessary 
repairs and improvements, and the U. S. Children’s Bureau 
made available an annual soomaee riation of $20,000 for its sup- 
port. Dr. Henry H. Caffee, eida, is the Obstetrician and 
Medical Director. The Director of the Division of Maternal and 
Child Health of the State Department of Health serves as 
Maternal and Child Health Supervisor of the hospital. 


DEaTHS 


Dr. Charles Briggs Crittenden, Lowisville, aged 54, died re- 
cently of coronary occlusion. 

Dr. Harry Lyon Read, Louisville, aged 63, died recently of 
coronary thrombosis, 

Dr. Fred Charles Thum, Louisville, aged 68, died recently of 
—— thrombosis and cerebral hemorrhage. 

James Albertus Watkins, Uniontown, aged 68, died re- 

ecuy of influenza and organic heart disease. 


LOUISIANA 


Hotel Dieu Staff, New Orleans, has elected Dr. George T: 
President; Dr. Chaille Jamison, Vice-President; Dr. n 
Chetta, Secretary-Treasurer; and Dr. John S. Couret, Dr. Gil- 
bert C. Anderson, Dr. Edmond Souchon, Dr. Edwin A. Socola, 
Dr. H. Theo. Simon, Dr. Lucy Scott Hill, and Dr. C. J. 


uino, 


Tripoli, additional members of the Board. 
New Orleans Neuropsychiatric Club has installed Dr. H. 
Randolph Unsworth, President, and elected Dr. Guy Odom, 


Secretary-Treasurer. 

DePaul Sanitarium, New Orleans, has re-elected to the staff 
Dr. Walter J. ts Chairman; Dr. E. M. Connely, Vice- 
Chairman; and Dr. L. J. DeBuys, Secretary-Treasurer. 


Continued on page 44 
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Physicians know 

from clinical experience 
the reliability of 

Pil. Digitalis — 


(Da ies y Rose) (Davies, Rose) 





They conform now, free 




















as in the past, 


with U.S.P. requirements 


Each pill is equivalent to 1 U.S.P.XII Digitalis Unit. “One 
United States Pharmacopoeial Digitalis Unit represents the potency 
of 0.1 Gm. of the U.S.P. Digitalis Reference Standard.” —U.S.P.XII. 


Made from Powdered Digitalis Leaf, Pil. Digitalis (Davies, 
Rose) present all of the therapeutic principles obtainable from the 
drug. 

Standardized according to Pharmacopoeial requirements, they 
permit a uniform and accurate dosage. 


These freshly prepared, standardized pills are put up in bot- 
tles of 35, forming a convenient package for the physician’s pre- 
scription, obviating the necessity of rehandling. 


Sample for clinical trial sent on request. 


DAVIES, ROSE & COMPANY, Limited 
BOSTON, MASSACHUSETTS, U.S.A. ook 




















Laboratory Reagents 


We furnish the profession accurately- 
made laboratory reagents. 
Send for Our Price List. 


This list features 


Reagents for Blood Chemistry 
An American-made Giemsa Stain 
Hematological Reagents 
Blood Grouping Sera: 
Anti-A 
Anti-B 
Absorbed B 
Anti-M 
Anti-N 
Anti-Rh 
Anti-Human Precipitating 
Antigens for Complement Fixation and 
Precipitation Tests 
(Kahn) 
GRADWOHL LABORATORIES 


3514 Lucas Avenue 
St. Louis, Mo. 
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Catholic Physicians’ Guild, New Orleans, has elected Dr. 
Joseph Danna, President; Dr. Edwin L. Zander, Vice-Presi- 
dent; Dr. Walter J. Otis, Treasurer; and Dr, Theo F. Kirn, 
Secretary. 

Touro Infirmary Staff, New Orleans, has elected Dr. Willard 
R. Wirth, Chairman of the Executive Committee; Dr. Hilliard 
E. Miller, Vice-Chairman; and Dr. Charles J. Bloom, Secretary. 

Dr. H. W. Kostmayer, New Orleans, was recently elected as 
one of the Board of Directors of the American Foundation for 
Tropical Medicine. The Directors elected a Medical Committee 
of six, Dr. Ernest Carroll Faust, and Colonel Charles F. Craig, 
both of New Orleans, being placed on this committee. Dr. 
Maxwell E. Lapham, Lieutenant Commander, Medical Corps, 
U. S. Navy, formerly of New Orleans, was elected to member- 
ship in the Foundation. 

Dr. C. P. May has been appointed Chief Neuropsychiatrist 
for the armed forces’ Induction Station in New Orleans. 

Dr. P. E. Prouet, formerly of New Orleans, has advanced 
to the rank of Major in the U. S. Army Medical Corps and 
is stationed in Africa. 

Dr. Abraham Oppenheim, Arcadia, Director of the Bienville 
Parish Health Unit, has been appointed in charge of the units 
of Vermillion and New Iberia Parishes. 

Dr. Roy A. Kelly, New Roades, Director of the St. Charles 
Parish Health Unit, was recently assigned in charge of the 
Jefferson Davis Health Unit. 

Dr. Orville Patton Stone and Miss Hazel Louise Woodcock, 
both of New Orleans, were married recently. 

Dr. Edwin Brooks Werkheiser, Shreveport, and Miss Nellie 
Sue McNeill, Philadelphia, Mississippi, were married recently. 


MARYLAND 
Anne Arundel County Medical Society has elected Dr. W. J. 
French, President; Dr. W. H. Hopkins, Vice-President; Dr. 
A. L. Anderson, Secretary; and Dr. F. E. Weitzman, Treasurer, 
all of Annapolis. 
Charles County Medical Society has elected Dr. Hugh D. 


Continued on page 46 
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Roentgenology 


A comprehensive review of the physics and higher 
mathematics involved, film interpretation, all 





hods of appli and doses of radiation 
therapy, both x-ray and radium, standard and 
special fluoroscopic procedures. A _ review of 
dermatclog'cal Icsions and tumors susceptible to 
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Plastic Reparative 
Surgery 


The course comprises examination of patients; tests, 
models and photographs; diagnosis and selection of 
method of correction; the properties of various or- 
ders of skin grafts and variance in their application; 
bone, cartilage and nerve grafts; readjustments and 
replacements; fresh wound ative 
care; e Pros cated ‘wound clos- 
ing and minimum | scar; | a sean and infection 
problems; keloids. The course covers the field of 
correction of disfigurements and replacement of trau- 
matic loss and congenital defi of 
cases, lectures and cadaver demonstrations. 
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DEATH RATE DECREASE: 
LIFE LINE INCREASE 





The Pan American Clippers in the magazine, Time, give a statement from the late Dr. 
George Crile, skilled physician, sound philosopher and humanitarian, in part as follows: 


“What of the future? 

“'The chief duty of the physician will be to develop the race to * * * direct 
the development of youth * * * and to guide the adult along sound biological 
lines so that he may safely engage in the maximum of work and play. 

“In other words, the physician will be called upon to study the whole problem 
of man in relation to his environment. As for disease, the physician will be 
more concerned with its prevention than with its treatment.’ ” 


CHILD WELFARE 


In the enforcement of a State’s food and drug control law, one among us pioneered, with 
pediatricians and health officials, in cutting out one-half and more of the little white coffins 
going into the cemeteries. Clean milk, diphtheria control and other child health protection, 
going on in most cities during the last thirty or more years have saved enough unknown but liv- 
ing soldiers to make up a large part of the present American Array and Navy. 

Where the mother has the constant aid of a doctor the death rate among babies is still 
lower. 


PELLAGRA 


Pellagra is being conquered; its death rate cut in two. Dried brewers’ yeast with the 
whole treatments of the health official and neighborhood physician have been doing it. 

We take some pride in having supplied the bulk of the dried brewers’ yeast into the pel- 
lagra sections of the South; aiding in getting pellagrins to neighborhood physicians and in put- 
ting a large part of the treatment of this now diminishing disease onto a self-sustaining basis. 


VITA-FOOD DRIED BREWERS’ YEAST 


There are two types of Vita-Food Dried Brewers’ Yeast. The Green Label retains the hop 
flavor; the Red Label is debittered. 

Quantity lots in 2, 50 or 100 pound canisters and the Red Label yeast in tablet form 
packed 4,000 to the container are specially priced to hospitals, medical clinics and for welfare 
use. Dried Brewers’ Yeast is the standard source of the whole vitamin B: of the whole P-P 
factor. 


Samples sent to physicians and hospitals. 


VITAMIN FOOD COMPANY, INC. 


VITAMIN RESEARCH LABORATORIES, INC. 
122 Hudson Street New York, N. Y. 
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Vazzana, Hughesville, President; Dr. E. J. Edelen, La Plata, 
Vice-President; and Dr. S. Fisher, La Plata, Secretary- 
Treasurer. 

Dorchester County Medical Society has elected Dr. R. B. t: 
President; Dr. W. A. Tosick, Vice-President; and Dr, E. A. 
Jones, Secretary-Treasurer, all of Cambridge. 

Harford County Medical Society has elected Dr. H. K. Dulaney, 
Perryman, President; Dr. F. W. Steiner, Havre de Grace, Vice- 
President; and Dr. Frank Wolbert, Havre de Grace, Secretary- 
Treasurer. 

Howard County Medical Society has elected Dr, W. N. Gassa- 
way, President; and Dr. Sigmund Goldberg, Secretary-Treasurer, 
both of Ellicott City. 

Kent County Medical Society has elected Dr. R. W. Farr, 
President; and Dr. F. Whitsitt, Secretary-Treasurer, both 


of Chestertown. 

Prince Georges Medica] Society has elected Dr. 
. ‘a , Upper Marlboro, President; Dr. Aaron Dietz, 
Honorary President; Dr. W. H. Norton, Mount Rainer, Vice- 
President; and Dr. Russell C. Payne, Mount Rainer, Secretary- 
Treasurer. 

Dr. John F. Busch, formerly with the State Department of Pub- 
lic ——, Atlanta, Georgia, has been appointed Director of Medi- 
cal and Health Service for the Eastern Area of the American 
Red ya with headquarters in Alexandria, Virginia, Maryland 
being included in this area. 

Dr. Rolla E. Dyer, Bethesda, Assistant Director, National 
Institute of Health, has accepted the chairmanship of a com- 
mittee of the Pan American Sanitary Bureau for study of 
typhus and rickettsial disease. This committee was created 
after recommendation at the Pan American Sanitary Conference 
held at Rio de Janeiro, Brazil, the purpose being ‘“‘to deter- 
mine the different varieties of typhus virus existing in each 
country with a view of obtaining better resources for vaccina- 
tion, to study the reservoirs and vectors of virus in each country 
and to submit the conclusions of these studies to the proper 
conference.” 

Dr. Raymond Hussey, Associate Professor of Medicine, Johns 
Hopkins University School of Medicine, Baltimore, has been 
appointed Director of the new Army Industrial Hygiene Labora- 


County 
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tory at Johns Hopkins University School of Hygiene and Public 
Health. 

Dr. William Wyatt Hoback, Bethesda, and Miss Sara Florence 
Crockett, Hillcrest, were married recently. 

Dr. Louis Hammon and Miss Marion Campbell Bond, both 
of Baltimore, were married February 6. 


DEATHS 


Dr. Thomas K. Conrad, Chevy Chase, aged 66, died recently. 

Dr. Nicholas Leeke Dashiell, Baltimore, aged 82, died re- 
cently of injuries received when struck by a trolley car. 

Dr. Benjamin Cecil Perry, Bethesda, aged 61, died recently 
of chronic cardiovascular degeneration. 


MISSISSIPPI 


Kittiwake Hospital was recently opened at Pass Christian. 

Dr. C. M. Speck, Superintendent of the Mississippi State 
Hospital, Whitfield, has been appointed Associate Professor of 
Psychiatry, Medical Department, University of Mississippi. 

Dr. Joseph E. Wheeler, a native of Meridian and formerly 
Chief Medical Officer of the Veterans Administration Hospital, 
Togus, Maine, has taken over his duties at the Veterans Hos- 


pital, Memphis, Tennessee, as Clinical Director, succeeding Dr. 
L. A. Walker. 
DeEaTHS 
Dr. William Woodard Applewhite, Bassfield, aged 84, died 


recently of chronic valvular heart disease and chronic nephritis. 

Dr. Leon Quitman Hall, Jackson, aged 55, died recently ot 
angina pectoris. 

Dr. Christopher Henry Herbert, 
cently of arteriosclerosis. 

Dr, Benjamin Travis Robinson, 
recently of a cerebral hemorrhage. 

Dr. J. R. Priest, Houston, aged 67, died recently of a heart 
attack. 

Dr. G. J. Mancill, 


Jackson, aged 76, died re- 


New Augusta, aged 63, died 


Indianola, aged 55, died recently. 
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SEDATIVE 





BELLADENAL 


BELLAFOLINE a sedative of vagus functions 
(!-rotatory belladonna alkaloids) 


PHENOBARBITAL a central sedative 


SUPPLIED: Tablets—tubes of 20, bottles of 100 and 500. , 
Scored tablets facilitate fractioning of dosage. 


Literature and samples on request 


SANDOZ CHEMICAL WORKS, Inc. 


ANTISPASMODIC 


1/250 


3/4 


e New York, N. Y. 
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Radiography of the joints 








EVERY patient complaining of localized pain 
and swelling in joints deserves the benefit of an 
early x-ray examination. If bone disease is sus- 
pected, no examination can be considered com- 
plete without a thorough radiographic study. The 
information that can be elicited from the radiolo- 
gist’s findings may often prove to be the most im- 
portant factor in the entire diagnostic procedure. 


Eastman Kodak Company, Rochester, N. Y. 


Refer your palient lo a compelent radiologist 
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American Urological Association’s annual meeting which was 
scheduled to be held at the Hotel Jefferson, St. Louis, May 31- 
June 3, has been cancelled. 

Members of St. Louis Ophthalmic Society recently adopted a 
resolution signifying agreement to remit for the duration ot 
the emergency to every ophthalmologist in the Society serving 
in the armed forces one half of any and all income derived 
from professional services to patients of the absent physician. 
Patients will also be encouraged to return to their own phy- 
sicians when they enter practice after the war. 

Dr. Carl V. Moore, St. Louis, has been appointed Assistant 
Editor of the new journal, Nutrition Reviews. 

Dr. Elmer E. Glenn, Springfield, was recently chosen President 
of the Missouri Tuberculosis Association. 

Dr. G. Foard McGinnes, formerly Director of Venereal Dis- 
ease Control Service of the Tennessee Department of Public 
Health and Associate Professor of Preventive Medicine of the 
University of Tennessee, has been appointed Director of Medical 
and Health Service of the Midwestern Area of the American 
Red Cross with headquarters in St. Louis. 

Dr. Bertalan Bolgar, Festus, has been 
Physician of Jefferson County. 

Dr. H. C. Gaebe, Desloge, has been 
Health Physician of St. Francois County. 

Dr. E. Lee Dorsett, St. Louis, has been appointed Chairman 
of the Committee on Maternal Welfare and Infant Care to 
fill the unexpired term created by the death of Dr. Ralph 
Rust Wilson, Kansas City. 

Dr. Paul L. Kistner, St. Louis, 
Ferguson, were married February 20. 


appointed County 


reappointed County 


and Miss Nina Gleeson, 


DEATHS 
Dr, George A. Blaylock, Perryville, aged 63, died recently of 
carcinoma of the liver. 
Dr. William Franklin Byler, Webb City, aged 68, died re- 
cently. 
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Dr. Frank P. Dunn, Webster Groves, aged 72, died recently 
of senility. 

Dr. Howard P. Durbin, Kirkwood, aged 46, died recently. 

Dr. Edwin Forrest James, Springfield, aged 72, died recently 
of cerebral hemorrhage. 

Dr. John Marion Langsdale, Kansas City, aged 86, died re- 
cently of corcnary occlusion. 

Dr. George Washington Lawhorn, 
recently of arteriosclerosis. 

Dr. Walter McNab Miller, Columbia, aged 83, died recently. 

Dr. Thomas F. Miller, Lamar, aged 65, died recently. 

Dr, Don Pierce, Wyaconda, aged 68, died recently. 

Dr. Frederick Casimir Simon, St. Louis, aged 64, died recently 
of generalized arteriosclerosis and pneumonia. 

Dr. Ralph Rust Wilson, Kansas City, aged 47, died February 6. 


Columbia, aged 80, died 


NORTH CAROLINA 


Dr. D. Heath Nisbet announces the re-opening of his office 
at Suite 222 Professional Building, Charlotte, practice limited to 
gastroenterology. 

Dr. Amor F. Pierce, formerly of Pittsburgh, Pennsylvania, 
has opened offices in the Nissen Building, Winston-Salem, for 
general practice of medicine and surgery. 

Dr. Thomas Stringfield, Jr., Waynesville, and Miss 
Cutler Coburn, Asheville, were married February 3. 


Harriet 


Miss 


Dr. Charles Hamilton Reid, Jr., Winston-Salem, and 
Elizabeth Ray, Chapel Hill, were married recently. 
Deatrus 
Dr. Pau] Nathaniel Neal, Raleigh, aged 48, died recently 


of esophageal diverticulum. 
Dr. John Armstead Winstead, Raleigh, aged 53, died recently 
of coronary occlusion. 
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This attachment for the widely used Blair- 
Brown skin knife provides the operator with a 
simplified means of cutting uniform and ac- 
curate thicknesses of split skin grafts. 

In use, the thickness of the desired skin 
graft may be set before the operation and can 
be changed at will during the operation by 
simply readjusting the knurled and calibrated 
screws. The threaded rod grips the skin and 
its extra length over the distance between 





For An Improved and Simplified Technic in Split Skin Grafts 







A.S. ALOE COMPANY, 1831 Olive St., St. Louis, Mo. 





A Calibrated Thickness Determining Device 
for attachment to the Blair-Brown Skin 
Grafting Knife, by Kerwin Marcks, M. D. 


the clamps allows the knife to be worked to 
and fro. 

Illustrations “A-B” and “C-D” above show 
how the set screws regulate the distance be- 
tween the cutting edge of the knife and the 
threaded grip rod. The large illustration shows 
the attachment mounted on the knife ready 
for use. 

A-B967 — Blair - Brown Skin Grafting Knife 
complete with the Marcks Thickness Deter- 
mining Attachment $18.50 
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Consolidated Coronade PB2Y 


Nothing left to chance 


EPORT after report from the fighting fronts 
tell of American bombers coming back on 

two motors . . . coming back riddled with shell 
holes . . . with their tail or wing sections half shot 
away. 
It’s twentieth century evidence of “‘survival of the 
fittest,” and one good reason why U. S. fighting 
equipment is fit—is because nothing is left to 
chance. 
Your cooperation has made this possible. 
For you have contributed to the incredibly tough 
construction of American war machines by your 
contributions to the advancement of Radiography. 
A lot of the ideas for ultra-sensitive Agfa Ansco 
X-Ray Films now used in industry to make sure 


our military equipment is the best . . . came from 
men (and women!) in your field. 

A lot of advancements might well have been de- 
layed without your encouragement and help. 





Agfa Ansco 


BINGHAMTON, NEW YORK 


X-RAY FILMS 
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OKLAHOMA 


Atoka-Coal Counties Medical Society has elected Dr. J. B. 
Clark, Coalgate, President; Dr. T. H. Briggs, Atoka, Vice- 
President; and Dr. J. S. Fulton, Atoka, Secretary-Treasurer, 


re-elec 

Cherokee County Medical Society has elected Dr. P. H. 
Medearis, President; Dr. J. A. Allison, Vice-President; and 
Dr. James K. Gray, Secretary-Treasurer, all of Tahlequah. 

Creek County Medica] Society has elected Dr. H. R. Haas, 
Sapulpa, President; Dr. J. E. Hollis, Bristow, Vice-President; 
and Dr. C. G. Oakes, Sapulpa, Secretary-Treasurer. 

Garfield County Medical Society has elected Dr. Paul B. 
Champlin, President; Dr. Bruce R. Hinson, Vice-President; and 
Dr. John R. Walker, Secretary-Treasurer, all of Eni 

Garvin County Medical Society has elected Dr. T. F. Gross, 


Lindsay, President; Dr. A. H. Shi, Stratford, Vice-President; 
Dr. John R. Callaway, Pauls Valley, Secretary-Treasurer, 
re-elected. 


Lincoln County Medical Society has elected Dr. H. B. Jenkins, 
Tryon, President; Dr. E. F. Hurlbut, Meeker, Vice-President; 


and Dr. Carl H. Bailey, Stroud, Secretary-Treasurer. 
McIntosh County Medical Society has elected Dr. James L. 
Wood, President; Dr. F. R. First, Vice-President; and Dr. 


William A. Tolleson, Secretary- Treasurer, re-elected, all ‘of Eufaula. 
Qklahoma County Medical Society has elected Dr. Walker 
Morledge, President; Dr. W. E. Eastland, Vice-President; and 
Dr. Elmer R. Musick, Secretary-Treasurer, all of Oklahoma City. 
Osage County Medical Society has elected Dr. C. R. Weirich, 
Pawhuska, President; Dr. B. F. Sullivan, Barnsdall, Vice- Presi- 


dent; and Dr. George K. Hemphill, Pawhuska, Secretary- 
Treasurer. 

Payne County Medical ges! has elected Dr. L. A. Mitchell, 
Stillwater, President; Dr. M. Richardson, Cushing, Vice: 
President; and Dr. C. W. tien, Stillwater, Secretary- Treasurer, 
re-elected 

Br. Johnny A. Blue, Lieutenant, Medical Corps, U. S. 


has been transferred from the 
National Naval Medical Center, Bethesda, Maryland, to the 
Bainbridge Naval Training Station, Bainbridge, Maryland. 

Dr. Jack F. Parsons, Cherokee, Lieutenant in the Air Corps, 


Army, formerly of Guymon, 
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is stationed at Station Hospital, Brooks Field, San Antonio. 
Texas. 

Dr. Joseph B. Goldsmith, Associate Professor of Histology and 
Embryology, University of Oklahoma School of Medicine, Okla- 
homa City, recently left for active duty as First Lieutenant, 
Sanitary Corps, Army of the United States. 


DeatuHs 


Dr. John Calvin Duncan, Forgan, aged 71, died recently. 


SOUTH CAROLINA 


Edisto Medical Society has elected Dr, Harry Raysor, St. 
Matthews, age ag Dr. Luke Glennon, Denmark, Vice-Presi- 
dent; and Dr. W. O. Whetsell, Orangeburg, Secretary-Treasurer. 

Laurens ps 7 Society has elected Dr. F. K. Shealy, 
Clinton, President; Dr. D. O. Rhame, Clinton, Vice-President; 
and Dr. ; ae Fennel, Biesten Secretary- Treasurer, re-elected. 

Tri-County Hospital Staff, Columbia, has elected Dr. O. C. 
Culler, Chief; Dr. H. M. Eargle, Vice-Chief; and Dr. V. M. 
Brabham, Jr., Secretary. 

Columbia Hospital, Columbia, has completed another unit in its 
extensive enlargement program. 

A Medical Journal Club was formed recently at the Veterans’ 
Hospital, Columbia. Dr. E. D. Zimmerman was elected Presi- 
dent; and Dr. Manuel D. Zane, Secretary. 

Providence Hospita] Staff, Columbia, has re-elected Dr. A. F. 
Burnside, Chief; and Dr. F, E. Zemp, Vice-Chief; and has 
elected Dr. Ben N. Miller, Secretary, to serve in the absence of 
Dr. R. B. Josey, who is in military service. 

Columbia Hospital Staff, Columbia, has elected Dr. William 
Weston, Jr., Chief; Dr. D. F. Adcock, Vice-Chief; Dr. Lewis 
W. Pitts, Secretary-Treasurer; and Dr. Leland Brannon, Dr. 
Charles Epting, and Dr. Emmett Madden, formerly Chief of 
Staff, members of the Staff Executive Committee. 

Dr. J. W. Corbett, Camden, has been honored by the 
American Legion Post for outstanding service in that com- 
munity, being the reeipient of a distinguished service award. 

Dr. Chapman Milling, formerly with the South Carolina 
State Hospital, Columbia, is occupying the office vacated by 
Dr, D. St. Pierre Asbill, who is on duty in the Army at 
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hour before mealtime. 








Now that the doctor is prescribing VALENTINE’S MEAT- 
EXTRACT that patient in Room 47 will soon be eating regularly. 


On your next convalescent patient may we suggest one teaspoon 
of MEAT-EXTRACT in three tablespoons of hot water a half- 


Valentine’s Meat Juice Co., Richmond, Virginia 
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WARTIME EMERGENCY again calls for 
the strength and support of every 
citizen... draftsmen .. . engineers 
... workers... nurses and doctors. 

From every field and profession, 
Americans are answering that call. 
Doctors who have already “served 
their time” are once again taking 
up arms against sickness and death. 
And those veteran medical men, 
having already experienced another 
such war time emergency, are well 
prepared to carry on in spite of the 
problems of rationing, substitution 
and conservation. 


Though medical supplies 
can never be rationed, 
the nation’s doctors join 
this national conservation effort. 
They remember that when many 
more patients are being handled, 
procedures are often hastened . . . in- 
tensifying and fluoroscopic screens 
are more subject to wear. But such 
wear is being postponed by special 
care in handling the screens... in 
keeping them clean and free from 


called to service! 






















grit... in obtaining a maximum of 
efficient screen life. 

And we at Patterson will do our 
part to the utmost . . . by maintain- 
ing the quality of our screens... 
our production quotas . . . and our 
unqualified devotion to the science 
of X-Ray diagnosis. 

THE PATTERSON SCREEN COMPANY 
TOWANDA, PA., U.S. A. 


Patterson Screens 4h rail. of Lez 


PATTERSON'S FACILITIES ARE DEVOTED 100% TO PUBLIC 
HEALTH AND THE FIGHTING FORCES OF THE UNITED NATIONS 
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Walter Reed General Hospital, Washington. Dr. Milling is 
limiting his work to eye, ear, nose and throat. 

Dr. S. Harry Ross, Seneca, has been doing postgraduate 
work in eye surgery at Polyclinic Hospital, New York City. 

Dr. Charles E. Ballard, Allendale, has been appointed Di- 
rector of the Pickens-Oconee Health Unit. 

Dr. Lee Milford, Clemson, School Physician of Clemson 


College, was recently elected President of the Southern Con- 
ference. He was formerly Vice-President of the athletic group. 
Dr. and Mrs. Joseph H. Sayre, Sharon, recently observed 


their fiftieth wedding anniversary. 
Dr. William Kennedy Kerr, Greenville, and Miss Rosa Burch, 


Columbia, were married recently. 
DEarHs 
Dr. William Robert Doyle, Seneca, aged 73, died recently. 
Dr. Joseph B. Earle, Greenville, aged 81, died recently. 
TENNESSEE 


Anderson-Campbell Counties Medical Society has elected Dr. 


H. C. Chance, Cumberland Gap, President; Dr. J Lindsay, 
Lafollette, Vice-President; and Dr. J. S. Hall, Clinton, Sec- 
retary. 


Dyer, Lake and Crockett Counties Medical Society has elected 
Dr. J. G. Price, Dyersburg, President; Dr, A. Turner, Dyers- 
burg, Vice-President; Dr. WwW. Griffin, Tiptonville, Vice- 
President; Dr. W. H. Stallings, Friendship, Vice-President; and 
Dr. J. B. Cochran, Dyersburg, Secretary. 

Grundy County Medical Society has elected Dr. U. B. Bowden, 
Pelham, President; Dr. O. H. Clements, Palmer, Vice-President; 
and Dr. T. F. Taylor, Monteagle, Secretary. 

Hamblen County Medical Society has elected Dr. W. E. 

‘ and Dr. 


Howell, President; Dr. B. C. Weesner, Vice-President; 

Y. A. Jackson, Secretary-Treasurer, all of Morristown. 
Hamilton County Medical Society has installed Dr. J. B. 

Swafford, President; and elected Dr. J. Marsh Frere, President- 


and Dr. Jesse J. Armstrong, Secretary, all of Chattanooga. 


Elect; 
H. J. Bolin, 


Knox County Medical Society has elected Dr. 


GASTRON, a highly potent 


stable concentrate of the en- 


tire gastric mucosa including 


the pyloric, is an effective 
gastric substitution therapy 
in conditions of digestive 
functional failure. It contains 
the various complex ingre- 


GASTRON WITH /RON 
provides iron in easily tolerable quantity 
and renders it readily assimilable 
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Mascot, President; Dr. Dan R. Thomas, Knoxville, Vice-Presi- 
dent; and Dr. R. B. Wood, Knoxville, Secretary-Treasurer. 

Putnam County Medical Society has elected Dr. W. A. Howard, 
Cookeville, President; Dr. T. M. Crain, Monterey, Vice- 
President; and Dr. Thurman Shipley, Cookeville, Secretary. 

Dr. G. Foard McGinnes, Director of Venereal Disease Control 
Division, Tennessee Department of Public Health, Nashville, 
and Associate Professor of Preventive Medicine, University of 
Tennessee College of Medicine, Memphis, has been appointed 
Director of Medical and Health Service in the Midwestern Area 
of the American Red Cross with headquarters in St. Louis. 
He succeeds the late Dr. Howard B, Mettell. 

Dr. Wm. Battle Malone, Memphis, Captain, Medical 
U. S. Army, is stationed at Moore Field, Mission, Texas. 
Executive Officer and Chief of Service of the hospital. 

Dr. Joseph E. Wheeler, formerly Chief Medical Officer of 
the Veterans Administration Hospital, Togus, Maine, has taken 
over his duties at the Veterans Hospital, Memphis, as Clinical 
Director, succeeding Dr. L. A. Walker. 

Dr. Joseph E. Acker, Jr., Knoxville, and Miss Elizabeth 
Chase Gutch, Palo Alto, California, were married recently. 

Dr. James Mac Sams, Erwin, and Miss Mary Elizabeth Jones, 
Johnson City, were married recently. 


Corps, 
He is 


DEATHS 


Dr. James Lindsay Andrews, Memphis, aged 67, died recently 
of cerebra] embolus, 

Dr. William Martin Barnes, Henderson, aged 59, died recently 
of pneumonia. 

Dr. Frank Hamilton Dunklin, Gallatin, aged 79, 
cently of heart disease and chronic nephritis, 

Dr. M. B. Murfree, Murfreesboro, aged 62, died January 27 


Dr. S. S. Moody, Shelbyville, aged 59, died January 19. 


died _re- 


TEXAS 


Cooke County Medical ey a has elected Dr. James W. 
Atchison, President; Dr. hiddon, Vice-President; and 
Dr. Houston H. Terry, Secretary, 7 of Gainesville, 
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REC. U.SiPAT. OFF. 


dients of the gastric secretion 
in their normal association. 

In gastritis or dyspepsia asso- 
ciated with achlorhydria, 
Gastron alone or with HCl 
ot brings prompt re- 
ief. It is also useful in the 
nausea and vomiting of preg- 
nancy, impaired digestion of 
convalescence and old age, 
and in anemias. 


ORIGINATED AND MADE BY 


FAIRCHILD BROS. & FOSTER 


NEW YORK, N.Y. 
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THE FORGOTTEN AGE 
eee ne 





When the critical months of infancy 
have passed, all too frequently parents 
relax in their attention to the all-impor- 
tant matter of vital protection against 
A and D deficiency. 


In early childhood and during the period 
of growth—when bone and tooth devel- 
opment is progressing—the need for 
continuance of cod liver oil vitamins 
should be stressed. 


Without interruption, White’s Cod Liver 
Oil Concentrate may be adminis- 
tered throughout the growth peri- 
od, by use of the Liquid for infants 
and the Tablets for children and 
adults. Where larger dosage is 
desired, the Capsules offer higher 
potency in convenient form. 











COD LIVER OIL 


2. 9 
Whites CONCENTRATE 


The Natural Vitamins of Cod Liver Oil 
in Pleasant Forms. 


White’s Cod Liver Oil Concentrate—free 
from the excess oily bulk and available 
in Liquid (for drop dosage), Tablet and 
Capsule forms—offers a convenient eco- 
nomical measure, readily acceptable to 
all ages, for supplying the natural vita- 
mins of therapeutically tested cod liver 
oil. One Tablet or two drops of Liquid 
provide the vitamin A and D po- 
tency of a teaspoonful of cod liver 
oil.* One Capsule is equivalent to 
14% teaspoonfuls of cod liver oil.* 
Ethically promoted—not advertised 
to the laity. White Laboratories, 
Inc., Newark, N. J. 


*U.S.P. Minimum Requirements 
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Galveston County Medical Society has elected Dr. W. L. Marr, 
President; Dr. Emil H. Klatt, Vice-President; and Dr. Charles 
A. Hooks, Secretary, all of Galveston. 

Gonzales County Medical Society has elected Dr. Louis J. 
Stahl, Gonzales, President; Dr. George Holmes, Gonzales, Vice- 
President; and Dr. C. C. Cogburn, Nixon, Secretary. 

Hardin-Tyler Counties Medical xg has elected Dr. R. P. 
Lockey, Camp Seale, President; Dr. W. E. Cox, McAllen, Vice- 
President; and Dr. Watt Barclay, Wondville, Secretary-Treasurer. 

Hays-Blanco Counties Medical Society has elected Dr. E. T. 
Kealey, Johnson City, President; Dr. J. M. Van Ness, San 
Marcos, Vice-President; and Dr. J. R. DeSteiguer, San Marcos, 
Secretary-Treasurer. 

Henderson County Medical Society has re-elected Dr. 
Horton, Brownsboro, President; and Dr. Don Price, 


a 6. 
Athens, 
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Secretary-Treasurer; and elected Dr. L. L. Cockrell, Vice- 
President. 
Hill County Medical e% has elected Dr, D. R. Foster, 


Itasca, President; Dr. G. Jenkins, Bynum, Vice-President; 
and Dr. J. E. Boyd, Siinebord, Secretary-Treasurer, re-elected. 
Jasper-Newton Counties Medical Society has elected Dr. Gideon 
Graham, Newton, President; Dr. H. S. Hall, Newton, Vice- 
President; and Dr. R. S. Loyd, Secretary-Treasurer. 

Jefferson County Medical Society has elected Dr. William A. 
Smith, Beaumont, President; Dr. I. T. Young, Port Arthur, 
Vice-President; and Dr, P. T. Petit, Beaumont, Secretary- 
Treasurer. 


McLennen County Medical Society has elected Dr. F. J. 
Stinislav, President; Dr. John Kee, Vice-President; and Dr. 
Robert J. Hanks, Secretary-Treasurer, all of Waco. 
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LaMOTTE BLOOD CHEMISTRY SERVICE 


LaMOTTE HEMOGLOBINOMETER 


This outfit was developed to estimate the 
hemoglobin in terms of grams per 100 
ml. of blood. The blood sample is treated 
with hydrochloric acid which converts 
the hemoglobin into acid hematin, and 
this is compared with the known color 
The result is read off direct- 
ly. Outfit includes comparator case with 
all necessary equipment and complete in- 
structions. Price $10.00 f.o.b. Towson, Md. 


LaMotte Chemical Products Co., Dept. S, Towson, Baltimore, Md. 


This Service includes a series of 
similar outfits for conducting the 
following accurate tests: Blood Su- 
gar, Icterus Index, Phenolsulphon- 
phthalein, Urine pH, Sulfanil- 
amide, Sulfapyridine, Sulfathia- 
zole, Blood pH, Gastric Acidity, 
Calcium-Phosphorus, Blood Bro- 
mides, Blood Proteins, Urinalysis. 

















EFFECTIVE THERAPY 


IN 


REQUIRES ANALGESIA - BACTERIOSTASIS, AND DEHYDRATION 
OF THE TISSUES. 


Aurabgan 


THE DOHO CHEMICAL CORPORATION, New York 


Montreal - London 





























Vol. 36 No.4 SOUTHERN MEDICAL JOURNAL 



































































































































in the medical management of 


CHRONIC CHOLECYSTITIS 


In the treatment of chronic gallbladder infection, medical man- 
agement aims to establish improved drainage of both the bile 
ducts and the gallbladder. This therapeutic approach removes 
inspissated, viscid accumulations of bile and reduces absorption 
of possible toxic metabolites arising from nidi of infection. 


Through the action of Decholin and appropriate dietary con- 
trol, these objectives are readily attained. Decholin (chemically 
pure dehydrocholic acid) exerts a marked hydrocholeretic in- 
fluence, increasing elaboration of bile as much as 200 per cent, 
thus flushing the intra- and extrahepatic biliary passages. 


Through the use of a diet high in cream and egg, a powerful 
stimulus to gallbladder evacuation is provided. The combined 
cholagogue and hydrocholeretic influence established by the 
diet and Decholin has produced relief of pain in stone-free 
chronic cholecystitis, and has improved gallbladder function as 
determined by the response to tetraiodophenolphthalein. 





The average dose of Decholin is one or two 33% gr. tablets three 
times daily after meals. The only contraindication to Decholin 
is complete blocking of the common or hepatic bile duct. 


Twelve 
Years 


Council 
Accepted 





Decholin is supplied in boxes of 25, 100, and 500 sanitaped tablets. 


Riedel -deHaen, Inc. 


See: VORA... . Fs 


408 Original Research Studies on the Clinical Value of 
Dehydrocholic Acid are Based upon 
Decholin, the Pioneer Chemically Pure Dehydrocholic Acid 
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Nine Counties Medical Society has elected Dr. A. R. Utter- 
back, Brackettville, President; Dr. Hershall La Forge, Uvalde, 
Vice-President; and Dr. W. P. Meredith, Del Rio, Secretary- 
Treasurer. 

Nolan-Fisher-Mitchell Counties Medical Society has elected 
Dr. C. A. Rosebrough, Sweetwater, President; Dr. J. W. Young, 
Roscoe, Vice-President; and Dr. Bruce H. Johnson, Loraine, 
Secretary-Treasurer. 

Nueces County Medical Society has elected Dr. R. V. St. 
John, President; Dr. George W. Edgerton, Vice-President; and 
Dr. G. Turner Moller, Secretary-Treasurer. 

Six Counties Medicai Society (Ector-Midland-Martin-Howard- 
Andrews-Glasscock) has elected Dr. R. B. G. Cowper, Big Spring, 
President; Dr, J. H. Chapple, Midland, Vice-President; and 
Dr. J. M. Woodall, Big Spring, Secretary-Treasurer. 

Taylor-Jones Counties Medical Society has elected Dr. L. W. 
Hollis, President; Dr. J. P. Gibson, Vice-President; and Dr. 
Virginia H. Boyd, Secretary, re-elected, all of Abilene. 

Wichita County Medical Society has elected Dr. C. A. Wilcox, 
President; Dr. J. A. Heymann, Vice-President; and Dr. R W. 
Manar, Secretary-Treasurer, all of Wichita Falls. 

Williamson County Medical Society has elected Dr. M. R. 
Sharp, Granger, President; Dr. B. A. Kirkpatrick, Taylor, Vice- 
President; and Dr. J. J. Johns, Taylor, Secretary-Treasurer. 

Young-Jack-Archer County Medical Society has elected Dr. 
B. B. Griffin, Graham, President; Dr. Blain Divine, Graham, 
Vice-President; and Dr, E. F. Meredith, Olney, Secretary. 

North Texas District Medical Society has elected Dr. S. D. 
Whitten, Greenville, President; Dr. R. FE. Brereton, Dallas, 
Vice-President; and Dr. R. S. Usry, Dallas, Secretary-Treasurer, 
re-elected. 

Hendrick Memorial Hospital Staff, Abilene, has elected Dr. 
Benjamin F. odes, Chairman; Dr. L. F. Johnson, Vice- 
Chairman; and Dr. J. P. Gibson, Secretary. 

Denison City Hospital has elected Dr. Don Freeman, Presi- 
dent; Dr, S. O. Levin, Vice-President; Dr. W. Doak Blassin- 
game, Secretary-Treasurer; and Dr. W. A. Lee, Business 
Manager. 

Christ the King Hospital Staff, Vernon, has elected Dr. 
Howard Reger, President; Dr. W. C. Coleman, Vice-President, 
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re-elected; Dr. E. D. Hollar, Secretary; Dr. B. W. Miller, 
Assistant Secretary; and Dr. T. A. King, Executive Member. 

Dr. Charles H. Harris, Fort Worth, head of the Harris 
Memorial Methodist Hospital since 1937, recently received an 
honorary degree of Doctor of Laws during the dedication serv- 
ices at the Texas Wesleyan College at Fort Worth, 

Dr. C. M. Covington, San Augustine, was recently appointed 
epidemiologist of the Travis-Bastrop Counties Health Unit to 
succeed Dr. Hugh Shane. 

Dr. G. G. Howard, Palacios, was recently appointed in 
charge of the Parker and Palo Pinto Counties Health Unit. 

Dr. W. O. Funderburk, Palestine, was recently appointed 
Health Officer of Anderson County, succeeding Dr. Fred Felder. 

Dr. Marie Elizabeth F. Gentry, Austin, was recently named 
Director cf the Maternal and Child Health Division of the 
Austin City Health Department, succeeding Dr. Wm. W. Kelton, 
Jr., who has entered the Army Air Corps. 

Dr. Raymond L, Gregory, formerly Professor of Pharmacology 
at the University of Texas Medical Branch, Galveston, has 
accepted an appointment as Professor of Medicine and Di- 
rector of the Outpatient Clinic and continuation courses at the 
school. 

Dr. Fred Colby, Beaumont, was recently ordered to Miami 
Beach, Florida, with the rank of Captain in the Army Air 
Corps. 

Dr. Earl K. Gill, Corpus Christi, was recently ordered from 
Randolph Field to Majors Field near Greenville. 

Dr. Hugh Shane, Austin, was recently ordered to active duty 
at the William Beaumont General Hospital, E) Paso, as a 
Medical Officer in the Army. 

Dr. R. O. Beadles, Big Spring, was recently ordered to the 
William Beaumont General Hospital, El Paso, with the com- 
mission of Lieutenant, Army Medical Corps. 

Dr. Ray H. Carter, Marshall, was —— ordered to Miami 
Beach, Florida, with the commission of First Lieutenant in 
the Army Air Corps. 

Dr. John Hart, Beaumont, was recently ordered to the 
William Beaumont Hospital, El Paso, with the commission of 
Captain, Medical Corps, U. S. Army. 

Dr. M. B. Shannon, Captain, Army Surgeon in Honolulu, was 
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Yalak 


TRADE MARK REG. U.S. PAT. OFF. 


Since 1915, KALAK has been in the material of progressive physi- 
cians in adjusting the water equilibrium in anhydremic cases. It is well- 
known, likewise, in the administration of drugs such as the salicylates, 
robbing them of their capacity to irritate the stomach. In the nauseas 
of pregnancy, KALAK has been described as a boon, for it introduces 
no factors other than those normal to the organism. In cases where 
calcium is to be administered, KALAK serves for as calcium bi-carbonate 
it is soluble, being diffusible calcium component. 

Write for card listing available references, booklets and reprints. 
Of these, “Facts” give an illustrated story of the laboratory synthesis 


of KALAK. 


Kalak Water Company of New York, Inc. 


30 Rockefeller Plaza, New York, N. Y. 
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—the promise of ‘Sulfasuxidine’ succinylsulfathiazole 


e ‘Sulfasuxidine’ succinylsulfathiazole, 
Sharp & Dohme’s new, clinically non- 
toxic intestinal bacteriostat, shortens 
hospitalization! by contributing to un- 
complicated convalescence after ab- 
dominal surgery and is also effective 
in treatment-and control of bacillary 
dysentery,” one of the major hazards 
of military life. 


This new compound is administered 
orally for three to five days prior to 
hospitalization in order to alter the 
bacterial flora of the intestinal tract 
and reduce the possibility of perito- 
nitis. Post-operative administration of 
*Sulfasuxidine’ succinylsulfathiazole 


contributes to smoother, shorter con- 
valescence. 


Bacillary dysentery responds 
to ‘Sulfasuxidine’ succinylsulfathia- 
zole promptly at all stages of the disease 
and carriers also appear to be favorably 
influenced by the drug.* 


The remarkably low toxicity of 
*‘Sulfasuxidine’ succinylsulfathiazole 
is partly explained by the fact that the 
drug is poorly absorbed from the in- 
testinal tract . . . less than 5% is ex- 
creted by the kidneys. 

‘Sulfasuxidine’ succinylsulfathiazole 
is supplied in compressed, 0.5 Gm. tab- 
lets, in bottles of 100, 500 and 1,000. 
Sharp & Dohme . . . Philadelphia 


‘“SULFASUXIDINE” suconvisuramiazore 


1. J.A.M.A., 120:265, Sept. 26, 1942. 2. Poth, E.J., and Cheno, B.M., Jr., Knotts, F.L., Journal of Lab. and Clin. 
Med., 28:162, Nov., 1942. 3. New York State J. Med., 42:789, April 15, 1942. 4. J.A.M.A., 119:615, June 20, 1942. 
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married recently by telephone to Miss Louise Cherry, San 
Antonio. 


Dr. Robert Cantrell Feamster, San Antonio, and Miss Helen 
Louise Greer, New Orleans, Louisiana, were married recently. 

Dr. Robert Dewey Sanders, Victoria, and Miss Helen Mathias, 
Houston, were married February 6. 


DEATHS 


Dr. William R. Bennett, San Antonio, aged 70, died recently 
of heart disease. 

Dr. William Charles Bristow, Emhouse, aged 68, died recently 
of heart disease. 

Dr, William Launcelot Brown, Ei Paso, aged 69, died re- 
cently of shock and hypostatic pneumonia caused by a fractured 
rib from an accidental fall. 

Dr. Arden Cline Hornbeck, Marlin, aged 45, died recently of 
carcinoma of the spine. 

Dr. Duke Hunter Huffaker, El Paso, aged 75, died recently 
of heart disease and hypertension. 

Dr. John Rogers Hunter, Houston, aged 70, died recently. 

Dr. Thomas Cary Geron, Paris, aged 75, died recently of 
coronary thrombosis. 

Dr. Thomas Jackson Pennington, Nacogdoches, aged 57, died 
recently of heart disease. 

Dr. Herbert Chamberlain Maxwell, 
recently of heart disease. 

Dr. Carl A. Sherrill, Medina, aged 70, died recently of coronary 
occlusion. 


Lubbock, aged 60, died 


VIRGINIA 


Accomac County Medical Society has elected Dr. C. E. 
Critcher, New Church, President; Dr. O. R. Fletcher, Sanford, 
Vice-President; and Dr. J. C. Doughty, Onancock, Secretary- 
Treasurer, re-elected. : 

Warwick County Medical Society has elected Dr. Paul Hogg, 
President; Dr. Thomas Hunnicutt, Vice-President; and Dr. 
David Blechman, Secretary-Treasurer, all of Newport News. 
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Dr. William B. Porter, Richmond, has been made a member 
of the Board of Directors of the American Heart Association. 

Dr. Lynn D. Abbott has been promoted to Assistant Pro- 
fessor of Biochemistry and Dr. Tyler Haynes to Professor of 
Orthodontia, Medical College of Virginia, Richmond, for the 
year beginning July 1, 1943. 

Dr. Claude L. Neale has been appointed Assistant Professor 
of Psychiatry, Medical College of Virginia, Richmond, to fill 
the vacancy of Dr. Patrick H. Drewry, Jr., who is now serving 
with the armed forces. 

Dr. Robert DuVal Jones, Jr., has resumed the practice ot 
surgery at 300 Wainwright Building, Norfolk, after several months’ 
absence due to illness. 

Dr. Louis Perlin announces that he is now located at 2920 
Park Avenue, Richmond, for the genera] practice of medicine. 

Dr. William R. Weisiger, Richmond, has been elected grand 
master of the Grand Lodge, Ancient Free and Accepted Masons 
of the Commonwealth of Virginia, and Dr. R. S. Griffith, 
Waynesboro, has been elected grand senior steward. 

State Hospital Board, with the approval of the Governor, 
has arranged to make available $500 each year for awards to be 
given physicians on the staffs of state hospitals, exclusive of 
the superintendents, for original or meritorious papers based 
preferably on observations of patients under the physicians’ care, 
this to stimulate interest in professional work among the phy- 
sicians on the staffs of the state hospitals. The first award will 
be $250, second $150, third $75, and $25 for an honorarium 
to some out-of-state authority who would pass on the relative 
merit of the papers. The papers should be given to Dr. 
Hugh C. Henry, Richmond, State Commissioner of Mental 
Hygiene and Hospitals, by the first of June of each year and 
the awards made by the first of October, 

Dr. Clara Z. Joel, Richmond, and Corporal Edward Fleisher, 
Bethlehem, Pennsylvania, were married recently. 

Dr, Paul Elsberg, Washington, and Miss Elizabeth Swartz, 
Alexandria, Virginia, were married recently. 


DeaTHS 


Dr. Edmonds Droke Rollins, Bristol, aged 55, died recently 
of carcinoma of the throat. 
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1063 Bardstown Road 





Special Formulae Ophthalmic Ointments 


For years “MESCO” has offered the profession the services of one of 
the largest and most complete departments in the country devoted to 
ophthalmic ointments of special formulae. 


Besides the sixty-seven standard formulae listed in our catalog we offer 
a special formula service second to none. 


For our comprehensive list may we suggest that you drop us a card. 
However, for your special formula requirements we will be more than 
glad to submit quotations and work with you in any way possible. 
You may expect an immediate reply to your inquiry. 


MANHATTAN EYE SALVE CO., INC. 


Louisville, Kentucky 














Vol. 36 No. 4 SOUTHERN MEDICAL JOURNAL 59 






From te: : nplere, and ‘costly tests 
which only a Spe 


als ed laborator ified to make .. . tests far 
beyond the capacities of the average hospital, and too expensive and time-consuming 





for practicability in even the largest institutions. At Baxter, where the one task is to pro- 
duce solutions and accessories for safe intravenous therapy, such essential tests are routine 
—the chemical, bacteriological, biological verifications which alone can prove the purity, 
sterility, and pyrogen-free qualities of every liter of intravenous solution produced in 
the four Baxter Laboratories. The assurance of safety guaranteed by these Baxter tests— 
21 tests and inspections ranging from qualitative and quantitative chemical analyses to 
biological tests with laboratory animals— is a major contribution to the confidence of 


the doctor and the hospital in the safety of their intravenous therapy. 


PRODUCTS OF 


BAXTER LABORATORIES 


Glenview, Illinois + College Point, New York + Acton, Ontario + London, England 
PRODUCED AND DISTRIBUTED IN THE ELEVEN WESTERN STATES BY DON BAXTER, INC., GLENDALE, CALIFORNIA 


Distributed east of the Rockies by ‘ 


AMERICAN HOSPITAL SUPPLY CORPORATION 


CHICAGO e NEW YORK 
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Dr. Henry Sycle Stern, Richmond, aged 49, died recently 
of heart disease. 

Dr. Robert Hamilton Williams, Lynchburg, Lieutenant, U. S. 
Navy, aged 32, was killed in action in the battle of the Solomon 


Islands, November 13, 1942. 





I 923 Cherokee Road, 
THE STOKES SANITARIUM 23, Cherokee Road, 

Our ALCOHOLIC treatment destroys the craving, re- 
stores the appetite and sleep, and rebuilds the physical and 
nervous condition of the patient. Liquors withdrawn gradu- 
ally; no limit on the amount necessary to prevent or relieve 
delirium. 

MENTAL patients have every comfort that their home 
affords. 

The DRUG treatment is one of gradual Reduction. It 
relieves the constipation, restores the appetite and sleep; 
withdrawal pains are absent. No Hyoscine or rapid with- 
drawal methods used unless patient desires same. 

NERVOUS patients are accepted by us for observation 
and diagnosis as well as treatment. 


E. W. STOKES, Medical Director, Established 1904. 
Telephone—Highland 2101 








Classified Advertisements 











WANTED—Residents in the Eye, Ear, Nose and Throat Hos- 
pital, New Orleans, Louisiana. Two-year combined residency 
with basic and clinical teaching supervised by departments of 
Ophthalmology and Otolaryngology of Tulane University. Two 
immediate appointments open, others available July ist. Tuition 
fee waived for duration of the war. Reply to the Superintendent, 
stating military status. 





FOR SALE—Radium, Seven 5 milligram platinum needles. Also 
. ow. Cash only. Address B.A.W., care Southern Medical 
ournal. 





EDITING—Preparation of paper and reports, indexing, abstract- 
ing, bibliographies and similar services to physicians. Address in- 
quiries to Elizabeth M. McFetridge, M.A., 4810 St. Charles Ave- 
nue, New Orleans, Louisiana. 





BOOKBINDING—Southern Medical Journal bound in attractive, 
substantial Buckram Library Binding, backs gold tooled, $2.50 per 
volume, Write us for prices on other books you want bound; 
magazines, journals, Bibles or anything you want to put in book 
form. Reference, Southern Medical Association. Alabama Trade 
Bindery, General Bookbinders, 162714 First Avenue, North, Bir- 
mingham, Alabama. 
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WEST VIRGINIA 
Medical elected Dr. A. G. 


Society has 
Lemon, Lewisburg, 


Valley 
pm. Cc. Ww. 


Greenbrier 
Lanham, Ronceverte, President; 


Vice-President; and Dr. Herbert Duncan, Lewisburg, Secretary- 
Treasurer. 

Marshali County Medical Society has elected Dr. D. B. 
Ealy, President; Dr, R. A. Ashworth, Vice-President; and Dr. 


J. A. Striebich, Secretary-Treasurer, all of Moundsville. 

McDowell County Medical Society has elected Dr. J. K. Cooper, 
Premier, President; Dr. A. H. Bracey, Welch, Vice-President; 
Dr. H. T. Schiefelbein, Welch, Treasurer; and Dr. L. H. 
Armentrout, Welch, Secretary. . 

Preston County Medical Society has elected Dr. A. L. Starkey, 
Hopemont, President; Dr. D. E. Sauer, Kingwood, Vice-President; 
and Dr. C. Y. Moser, Kingwood, Secretary-Treasurer. 

Dr. William C. D. McCuskey, Wheeling, has been appointed 
a member of the Public Health Council for the term ending 
June 30, 1945, succeeding Dr. Albert H. Hoge, Bluefield. 

Dr. John F. Busch, formerly with the Georgia State Depart- 
ment of Health, has been appointed Director of Medical and 
Health Services for the Eastern Area of the American Red 
Cross, with headquarters at Alexandria, Virginia. West Vir- 
zinia is included in this area. 

Dr. Ben E. Hodge, Clarksburg, has been appointed a member 
of the West Virginia State Nutrition Committee, representing 
the West Virginia State Medical Association, succeeding Dr. 
J. Lewis Blanton, Fairmont, who is now in the Army Medical 
Corps. 

Dr. J. W. Crosson, who has served as Director of the Bureau 
of Industria] Hygiene of the State Health Department since 1940, 
has resigned to accept the position of Industrial Consultant for 
Sharp and Dohme, and will be on the medical research staff 
of this firm at Philadelphia. 

DEATHS 


Dr. T. J. Casto, Charleston, aged 70, died recently. 
Dr. Leonard Eskey, Wheeling, aged 92, died recently. 


Dr. Alva Silas Grimm, St. Marys, aged 85, died recently 
of hypostatic pneumonia. 
Dr. George M. Jordan, Frost, aged 87, died recently of 


senility. 

Dr. Clifford C. Johnson, Harpers Ferry, aged 63, died re- 
cently of coronary thrombosis. 

Dr. John Richard Keesee, Huntington, aged 62, died recently 
of hypertensive coronary arteriosclerotic heart disease. 





Chicago Eye, Ear, Nose & Throat College 
Established 1897 
231 W. Washington St., Chicago, IIl. 


Practical postgraduate course in Ophthalmolo- 
gy and Otolaryngology. 

Doctors admitted at any time for review and 
clinical observation. 


OSCAR B. NUGENT, M.D., Director 











To Assure Quick Dependable Response 


Discriminating Physicians are Prescribing 
the easily soluble 


DUBIN AMINOPHYLLIN 


THEOPHYLLINE-ETHYLENEDIAMINE 





American Made from American Materials 


H.E.ODUBIN LABORATORIES 


INCORPORATED 
250 E.43% St. New York. N.Y. 
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GT’S RHYTHMIC TIMING that counts 
. . in bowel function too. 


Agarol follows this principle closely: its excep- 
tionally stable emulsion of pure medicinal 
mineral oil softens and lubricates the intestinal 
contents. At the same time, it furnishes gentle 
peristaltic stimulation, which follows from the 
even diffusion of pure, white phenolphthalein 
throughout the emulsion. The result is rhythmic 


timing, and easy and comfortable evacuation. 
A complimentary trial supply of Agarol will 
be sent promptly if you will please write to our 
Department of Professional Service. 


SA GA R Gea 


WILLIAM R. WARNER & CO., INC., 113 West 18th St., New York City 
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During Pood Shortages... 


It is well to bear in mind that dried brewers yeast, weight 
for weight, is the richest food source of the Vitamin B Complex. 
For example, as little as 1 level teaspoonful (2.5 Gm.) Mead's 
Brewers Yeast Powder supplies: 


45% of the average adult daily thiamine allowance 
—- * " " " riboflavin allowance 
10% " 4" " " " niacin allowance 


— in addition to the other factors that occur naturally in yeast 
such as pyridoxine, pantothenic acid, etc. Following are sug- 
gestions for palatably mixing 1 level = 
teaspoonful Mead's Brewers Yeast 
Powder: | 





(1) Shake in cocktail shaker with 4 ounces of 
milk (with or without 1 level teaspoonful sugar 
and cocoa). 


(2) Stir with fork into % ounce of ketchup or 
chili sauce. Optional, add a few drops of lemon 
juice. 

(3) Stir with fork into 3 ounces of soup (pre- 
ferably thick soups such as bean, pea, oxtail, 
beef, etc.). 





Mead's Brewers Yeast is supplied in 
(4) Spread on bread with 2 to 3 times the 6-0z. bottles, economically. At the rate 





of even 2 level teaspoonfuls per day, 
amount of peanut butter. per adult, a bottle should last over a 

month. Also supplied in 6-grain tablets. 
(5) Add 1 level tablespoonful (and a little extra 250 and 1000 tablets per bottle. All 

Mead Products are advertised only to 
salt) to 2 cups of meat stock gravy. ty the medical profession. 


Why not irg this recipe at home? Tt makes good gravy tattle meatier. 
Send for tested wartime recipes containing yeadt. 





MEAD JOHNSON & COMPANY, Evansville, Ind., U.S.A. 
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e@ Violence during grand 
movements is pictured by 
Paul Richer, one of the dis- 
tinguished artists of medicine, 
in his Etudes Cliniques sur 


L’Hysterio-Epilepsie (1881). 





“q sharp edged weapon twhich must 
be used both boldly and deftly.” 





Dilantin* Sodium (phenytoin sodium) is “recognized 
as the drug of choice for patients having grand mal or 
psychomotor seizures. Its usefulness should not be 
lessened just because its administration requires care- 
ful and intelligent supervision by the attending physi- 
cian. Ignorance or timidity on the part of the doctor 
has blighted the budding hope of many a patient... 
Epilepsy is a tough disease which laughs at dull 
weapons.” ! 

Kapseals Dilantin Sodium (phenytoin sodium) are 
providing new relief for many epileptic patients. With 
Its use seizures usually decrease in number and some- 
times cease entirely. #TRADE-MARK REG. U.S. PAT. OFFs 
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